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SECTION ONE: Professional Audit
PERSONAL STUDY PROGRAMME
PSYCH D IN CLINICAL PSYCHOLOGY
CONVERSION PROGRAMME
Name: Elizabeth Scott-Gliba
Date of Registration: 10.1.94
Registration No: 3104397
1. OVERALL AIMS AND OBJECTIVES
1.1 To attain greater professional competence in order to enhance the
contribution of clinical psychology to health care.
1.2 To produce a portfolio of study, practice and research that will 
demonstrate increased competence in each of these three areas.
1.3 To enhance and promote the image of clinical psychology as a 
profession and within the Health Service.
1.4 To further my career opportunities and to fulfil a personal 
ambition.
2. ACADEMIC
2.1 Aims
2.1.1 To enhance academic competence in three specialist areas of 
clinical psychology so as to develop the services offered by the 
department or profession.
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2.1.2 To enhance my own academic knowledge in the areas-of the 
specific impact of alcohol and drug use on fetal development.
2.1.3 To explore the wider political impact of alcohol and drug use 
through a feminist perspective looking at not only the provision of 
services for women but the stance taken by those reporting 
increased alcohol use in women.
2.1.4 To enhance the academic facilities within the department ie via 
literature searches producing information to be held within the 
research library.
2.1.5 To increase the knowledge base of the department and its 
members.
2.2 Objectives
2.2.1 To complete three critical reviews in each of the three specialist 
areas.
2.2. To complete three literature reviews in each of the three specialist 
areas.
2.2.3 To facilitate appropriate access to information gathered during the 
programme to other members of the department.
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2.2.4 Offer support and advice to other members of the department 
undertaking academic research.
2.3 Rationale
2.3.1 The rationale supporting the academic programme is based on the 
need to keep up those skills that are necessary in order to enhance 
academic knowledge: ie reading, summarising information, 
presenting seminars, encouraging and supporting others in 
academic pursuits. The rationale also includes the academic 
enhancement of the department and begins to address the need for 
standards of gathering and presenting information within a 
departmental setting.
2.3.2 In choosing the three specialist academic areas of fetal alcohol 
syndrome, the experience of female clients within the drugs and 
alcohol dependence setting and the implications of HIV/AIDs on 
the community drug team I have attempted to address areas of my 
own personal academic weaknesses (developmental psychology 
and theory behind recovery programmes) and combined this with 
my strengths in discussing feminist and more political issues.
2.3.3 Theories of addiction relate academically to my current post and I 
would see a constant need for these to be enhanced and updated as
3
2.3.3 Theories of addiction relate academically to my current post and I 
would see a constant need for these to be enhanced and updated as 
new aspects are examined by those in the academic field.
However, there is also a possibility that I will enhance my clinical 
experience in other specialities and I therefore see work that 
combines issues in alcohol and drug addiction with other disciplines 
such as developmental psychology as a good opportunity to 
prepare myself for different clinical challenges. In the same way 
any enhancement of my abilities in areas other than that which I am 
specifically employed increases my attractiveness in an employment 
market.
2.3.4 The multi-disciplinary team to which I belong provides a good 
opportunity to increase awareness of the academic work going on 
in fields other than psychology. However, sharing of knowledge 
can be haphazard and based on responding to needs in specific 
situations rather than demonstrating knowledge in up-to-date 
academic areas per se. Currently the service is responding to the 
greater needs of female clients and further academic input in areas 
relating to the impact of alcohol and drugs on family relationships, 
pregnancy etc. would benefit those involved in service 
development. In addition other members of the team are 
researching specialist areas including adult sexual health, and drugs 
education in local schools.
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2.3.5 There is also a need to evaluate the effectiveness of the drugs and 
alcohol services being offered, not only from the viewpoint of the 
client but also from the aspects of those purchasing the services. 
Academic input in the area of service evaluation could be used to 
present purchasers to continue current levels of funding and to 
supply funding to respond to the initiation of new developments.
2.3.6 It has become apparent that many female clients using the service 
are adult survivors of childhood sexual abuse. This link between 
childhood trauma and adult addiction problems is long established 
but tends to remain unaddressed since there has not been an 
initiative to actively develop services specifically for this client 
group. Academic input in this area would initially provide 
information on why this client group tend to go unsupported and 
what services could attempt to offer effective support. The 
reporting of our findings and recommendations would also further 
the academic knowledge of others attempting to respond to similar 
needs within their own work setting.
2.4 Plan
2.4.1 The completion of one 3,000 word essay looking at the issues
surrounding Fetal Alcohol Syndrome. How much of the literature 
describes the syndrome as a condemnation of an uncaring mother
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or looks at the wider aspects of increased female dependence upon 
alcohol.
2.4.2 The completion of one 3,000 word essay investigating the gender 
issues that affect successful detoxification and recovery from drug 
dependence.
2.4.3 The completion of one 3,000 word essay looking at the implication 
of HIV/AIDs upon British drug services and the continuing impact 
of policies developed in response.
2.4.4 Registration with the University of Surrey library and with the 
Worthing Healthcare Trust Post-graduate library.
2.4.5 Collation of data from the monthly journals of addiction held by 
Options and to the literature specifically relating to the field of 
addiction.
2.4.6 Discussion with Mike George (Director of Options) and John 
LeLievre (Head of Psychology Department) in order to agree how 
best to address the academic needs of the addiction team (drugs 
and alcohol) and the department.
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2.4.7 Discussion with Ross HafFenden and Pauline Watts (members of 
the Community Alcohol Team) in order to address the academic 
needs of the addiction team specifically relating to alcohol.
2.4.8 Attending the Special Interest Group meetings to increase 
awareness of academic interest in other areas of the region and to 
provide information on the academic work being undertaken in our 
own department.
2.4.9 Attending the lectures provided by the third year of academic 
teaching specifically designed for those trainees who formed the 
last participants in the two year Msc.
3. CLINICAL
3.1 Aims
3.1.1 To increase personal professional competence.
3.1.2 To enhance and develop services offered by the department.
3.1.3 To satisfy BPS requirements for chartered status.
3.1.4 To gain experience and confidence in the profession of clinical 
psychology.
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3.2 Objectives
3.2.1 To present a dossier on clinical activity that will make evident an 
increased personal clinical competence and satisfy the BPS 
requirements.
3.2.2 To do more work with older adults.
3.2.3 To observe and conduct more psychometric assessments.
3.2.4 To work under the supervision of a clinical psychologist qualified 
for more than two years.
3.3 Rationale
3.3.1 The rationale supporting the clinical aspects of the programme 
involve the need to enhance my clinical competence to the level 
expected at the end of the third year of training. In addition to this 
I would hope that new aims and objectives could be reviewed each 
year to guide my continued clinical competence and the assessment 
of increased clinical competence be conducted via annual 
appraisals.
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3.3.2 Currently the department is seeking to develop services in the areas 
of Sexual Health, HIV/AIDs and women’s needs. I am involved in 
an advisory capacity on the research project looking at the sexual 
health needs of those clients attending Options and other drug and 
alcohol agencies. I am also involved in the working group looking 
at the implementation of a women’s day and a women’s group.
3.3.3 Increasingly our department is looking at service initiatives that will 
meet income generation demands. There is much opportunity to 
become involved in these initiatives at different levels. In particular 
the marketing needs of the department in that it would be unlikely 
that any new services would be sufficiently utilised if under- 
marketed.
3.3.4 The clinical strengths and weaknesses of the psychology 
department include the fact that its number includes professions 
other than clinical psychologists: It is a large department and the 
multi-disciplinary content allows for acknowledgement of other 
professional approaches. Because each clinical discipline is 
represented in discussion attention can be paid to the likely impact 
of any service initiative on each speciality.
3.3.5 The clinical strengths of Options as a community drug and alcohol 
service include the fact that it is not based in hospital premises.
The neutral location means that it is attended by clients who may
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not be comfortable in more formal hospital surroundings. It is also 
an advantage in that its inconspicuous appearance also means that 
those people very opposed to identifying themselves as problem 
drug and alcohol users can attend in relative anonymity. The 
weaknesses of a community based service include a sense of 
isolation the team members may experience in working with only 
one, or in some instances no, other representative of their 
profession. It is important in light of this sense of isolation to keep 
good clinical links with the department of clinical psychology and 
also to identify and acknowledge the parameters of each profession 
involved in the team.
3.3.6 Recent moves to relocate the drug and alcohol team to larger
premises have meant that clinically there are currently good service 
development opportunities. The introduction of policies relating to 
good clinical practice have formed the basis of integration between 
the drug and alcohol teams who previously had worked separately 
and were regarded as somewhat incompatible. In general then, this 
integration forms part of a departmental strategy which ideally will 
see as a result an effective and streamlined addiction service which 
shares some similarities and comfortably acknowledges differences. 
As a clinical psychologist working in both teams I reinforce this 
strategy of integration as an effective method of moving towards 
meeting the future needs of the client group and the requirements 
of the purchasers.
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3.3.7 As clinicians our department is also aware that the Health Service 
will require a greater commitment to cost effectiveness over the 
next few years. An integrated addiction service and a multi­
disciplinary approach to working with groups of clients is seen as a 
method of addressing these requirements. Similarly working within 
the framework of health promotion and education is also seen as a 
priority.
3.3.8 There will also be an increased interest on the part of the Health 
Service on assessment of consumer satisfaction. Those 
departments offering cost effective services that are seen to be 
satisfying consumer needs will be particularly highly valued.
3.3.9 In response to the increased interest in cost effective services there 
has been an increase in group work and those direct clinical skills 
that include brief focussed therapies. In this type of work a short 
amount of therapy time is combined with the client’s enlistment in 
the evaluation process during therapy.
3.3.10 Within the profession of clinical psychology the main issues include 
those relating to the psychology of change. It would seem that our 
particular skills can be employed in several areas, working with 
other professions in outlining and implementing policies that 
embrace and utilise change, highlighting the need for change where
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appropriate and facilitating the difficult process of change 
experienced by some.
3.4 Plan
3.4.1 To complete my third year of training as appropriate to the BPS 
requirements, ie to work with ten clients over the age of 65 years, 
observe four WAIS assessments, and conduct five psychometric 
assessments.
3.4.2 To submit a dossier summarising my professional activities during 
the year since my qualification.
3.4.3 To continue contributing to the working party discussing issues of 
sexual health service needs. Liaising with Christine Daniel (ACT 
Sexual Counselling Service).
3.4.4 To continue evaluating the potential for a women’s day to be held 
weekly at Options. To also go ahead with the implementation of 
the women’s group to be followed by evaluation of the group and 
further development where appropriate.
3.4.5 Discuss with John LeLievre (Head of Psychology Department) a 
role with regard to marketing the services of the department in 
relation to income generation.
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3.4.6 Continue my involvement with the policy development team at 
Options. Discussing and formulating policies covering the 
following aspects of the functioning of the integrated addiction 
team.
3.4.7 Gain more experience of running groups. In particular continue to 
run the Relapse Prevention Group and set up and facilitate the 
women’s group. In addition I have begun discussion with Christine 
Daniel (ACT Sexual Counselling Service) as to the possibility of 
setting up a group for recovering addicts that teaches relaxation 
through music and exercise.
3.4.8 Seek appropriate supervision in order to work using brief focussed 
therapy and seek out training courses in order to increase my 
awareness of the theoretical basis for this approach.
3.4.9 Use the knowledge gained at a service evaluation workshop in 
order to set up and monitor services offered by Options and related 
agencies.
3.4.10 Use the knowledge gained via the Change Agents course attended 
to facilitate and monitor change within the service and 
organisation.
13
3.4.11 Add to the knowledge gained through contributing to the strategy 
document for district drug services. This involved interviewing 
individuals from related agencies and services (police, social 
services, pharmacy, recovering users and current users etc).
3.4.12 Continue to work within the parameters of a multi-disciplinary 
team and therefore gain experience of different theoretical and 
professional approaches.
4. RESEARCH
4.1.1 Aims
4.1.2 To increase research competence so as to develop the services 
offered by the department or profession.
4.1.3 To increase the knowledge available to the department or 
profession.
4.1.4 To raise awareness within the department and/or health services of 
any particular service needs.
4.1.5 To research a topic of personal interest that has been highlighted by 
clinical work.
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4.2 Objectives
4.2.1 The prime objective is laid down by the programme and involves 
developing a research dossier, part of which will be the original 
MSc dissertation, which will either make evident increased research 
competence or will present a contribution to knowledge. The 
dossier will amount to some 40,000 words.
4.2.2 To complete an extensive literature search related to my chosen 
research area.
4.3 Rationale
4.3.1 There is a great deal of interest within the multi-disciplinary team at 
Options in conducting research and the skills within the department 
reflect different professional backgrounds. Regular seminars are 
run at which information is shared and methodology and techniques 
discussed.
4.3.2 In a clinical setting research can be of benefit in several ways: it 
can increase the therapists awareness of areas of possible research, 
therapeutically the practice of those clinical techniques used while 
gathering data, via interview for example, can increase the 
competence generally and specifically by being involved in a
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particular interest area can make the therapist more sensitive to the 
issues surrounding that area.
4.3.3 The potential is for Options and the psychology department to 
offer a consultancy service to external customers. The increased 
competence gained by inclusion in the programme can be shared by 
the department and team and used to enhance this consultancy 
service.
4.3.4 One of the benefits of attending the programme would be to 
support and advise those wishing to undertake projects by ‘de­
mystifying’ the concept of research and by supporting those who 
wished to conduct research in the work-place in order to enhance 
the services offered.
4.3.5 There are currently several areas that could be a focus for research. 
Drugs education at school and at colleges and its effectiveness, 
adult sexual health and implications for service development, the 
increased need for women’s support services are three areas 
currently being investigated.
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4.3.6 Clinical psychology can offer unique skills which relate to research 
in the following way: the clinical training already undergone means 
that at a basic level different research methodology can be advised 
upon and evaluation encouraged. Additionally clinical 
psychologists are able to co-ordinate and apply research within the 
wider political framework of the organisation.
4.3.7 Within a Health Service context there is the potential for utilising 
research skills in those areas relating to designing and implementing 
cost effective services. Over time this emphasis will alter to 
incorporate the evaluation and monitoring of different services. 
Currently the Health Service faces financial challenges and 
difficulties relating to organising the available services effectively 
and within cost restrictions. It is likely that research relating to 
these challenges will be reflected in alterations in Health Service 
structure, such as decentralisation of various departments and the 
encouragement of more income generation within those 
departments.
4.4 Plan
4.4.1 To develop my initial dissertation (the psychological, emotional 
and behavioural impact of surviving an abusive relationship) by 
investigating the anger that often precedes violence. In both men 
and women repressed or denied anger often results in violence or
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aggression as a coping mechanism. My research looks at helping 
the individual to identify and release anger appropriately in an 
attempt to reduce or remove aggression as a coping strategy.
4.4.2 To explore other methods of quantitative analysis, since I would 
like to be able to use various techniques as appropriate in future 
research rather than be limited to one approach.
4.4.3 To gather data that allows assessment of whether techniques of 
anger identification and release lead towards the adoption by the 
individual of more appropriate methods of dealing with anger.
4.4.4 To use this assessment of my research to enhance future 
development of the drug and alcohol services.
5. PORTFOLIO OUTLINE
5.1 Academic Component
5.1.1 A critical review on Fetal Alcohol Syndrome.
5.1.2 A critical review on women, couples, successful detoxification and 
recovery from addiction: what part does competitiveness play in 
relapse?
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5.1.3 A critical review on community drug projects: where did they 
come from? What impact have they made?: A reflection.
5.1.4 Workshop and lecture attendance.
5.2 Clinical Component
5.2.1 Clinical requirements for third year of training.
5.2.2 A review of increased professional experience during third year of 
training.
5.2.3 Evaluation of clinical competence form.
5.2.4 Acceptance of clinical competence letter from British Psychological 
Society.
5.3 Research Component
5.3.1 An evaluation of an Anxiety Management Group run at Options 
during third year of training.
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5.3.2 Research submitted for MSc (Year II) * The Emotional,
Psychological and Behavioural Impact of Surviving an Abusive 
Relationship’.
5.3.3 A new research project based on analysis of the effect of anger 
identification and release upon individual’s who tend to express 
anger inappropriately and abuse substances as a coping mechanism.
20
SECTION TWO: Academic Audit
FETAL ALCOHOL SYNDROME
The ransom of emancipation or 
subtle social control?
21
INTRODUCTION
This critical review takes as it’s topic, Fetal Alcohol Syndrome. The 
review aims to highlight some of the issues surrounding Fetal Alcohol 
Syndrome and examines in the context of a feminist perspective what 
message has historically been given to women regarding drinking during 
pregnancy and explores how this message has persisted as a social 
condemnation of women drinking rather than as an informed attempt to 
educate women about the actual dangers of drinking while pregnant.
The review initially offers a background history of the links between 
drinking and pregnancy, and exploring the methodological issues involved 
in studying alcohol damage in utero before examining Fetal Alcohol in 
terms of its characteristics, prevalence, features, aetiology and pathology. 
The review then moves on to look at the social aspect of the increase in 
women drinking and views this from a feminist perspective.
The review seeks to illuminate the subtle methods by which women are 
punished for their emancipation when the information that may have 
influenced their drinking behaviour has been withheld.
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Background
Historically there has been a long established link between maternal 
alcohol intake and birth defects. In Greek and Roman history bridal 
couples were not allowed to drink alcohol on their wedding night, as a 
guard against defective pregnancies. The bible makes reference to angels 
speaking to Sampson’s mother and warning her against wine or strong 
drink; since that night she was going to conceive her son. (Judges 13.7).
In the 18th century beliefs about successful and healthy pregnancies tended 
to be related to the mother’s mental well-being. Such theories took as 
their basis the fact that the Greeks encouraged pregnant women to look 
upon statues and paintings that portrayed the strong and beautiful, by 
doing this they would produce strong and beautiful children.
Sedgewick (1725) in his Treatise on Liquors concluded “half of the train 
of chronical diseases with which we see children afflicted are only the 
secondary sighs and groanings, the evident marks and reproaches of
parental ill-spent life these consequenes may, may without doubt will
be brought on infants, by the debauchery of the mother”.
In 1726 the College of Physicians looked at drunken parent’s offspring 
and concluded that they were often inferior in physical and intellectual 
capacities.
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The Selected Committee investigating alcoholism in 1834 also recorded 
that those infants bom to alcoholic mothers looked “starved”, shrivelled 
and imperfect compared to children born to non-alcoholic mothers.
Folklore surrounding pregnancy and how to terminate it advocated the use 
of a hot bath and bottle of gin. Gin itself was known as “mothers ruin”. 
Early and strong messages about women who drink existed with little 
explanation of the process of damage.
Long (1879) also provided the medical opinion that 21% of inherited 
disease and 20-30% of inherited “degeneracy” was due to alcohol.
Francis Galton (1889) described the infants of drunken parents as ‘soaked 
in alcohol’ and as a result inferior. Galton, however, did also point out 
that the social aspects of living in a chaotic environment may also impact 
upon the infant’s likely development.
Forel (1893) identified germ damage or “blastophthoria” caused by 
alcohol. Forel postulated that damage was caused by the drinker to their 
brain cells and that this damage in turn genetically affected the off-spring 
of drinkers.
Similarly, Sullivan (1900) recorded a higher incidence of abortion and 
stillbirth among mothers suffering chronic alcoholism, plus a higher rate of 
epilepsy in the infants that did survive.
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Most of these early studies support the evidence that women who drink 
during their pregnancy will give birth to inferior or damaged off-spring. 
What these early studies also have in common is the idea that women that 
choose to drink are themselves inferior or malevolent. Few studies, apart 
from that of Galton makes any attempt to look at why these women drank 
or the social or environmental factors that maintained their drinking 
behaviour. More importantly no information is recorded about whether 
women had information about the effects of alcohol on the unborn child 
and whether if they had their choices would have been different.
It is also relevant to consider at this point how unwanted pregnancies were 
viewed by society in the 1800s and how the availability of safe 
termination’s may have influenced women’s choices. We know from 
history that sex education was limited, if not non-existent, and that young 
women who became pregnant outside of marriage were labelled “fallen 
women”. Frequently they were shunned by their families and by society, 
separated from their infants at birth and sent into service. Young women 
who fought to keep their children were often forced to become prostitutes 
to support themselves. The downward social drift following conception 
outside marriage was rapid and irreversible. The unspoken messages that 
controlled women were strong. Women who engaged in sex outside 
marriage were punished and held up as an example of what happened to 
those who did not conform, similarly women who drank were punished by 
the birth of inferior children. In both cases information in the form of sex
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education or knowledge about the effects of alcohol during pregnancy 
were limited, partly by the small amount available to even experts in the 
field but also perhaps due to the punative framework of society that 
surrounded women and their behaviour.
Jellineux & Haggard (1942) pointed out that two other variables may 
influence fetal development, at the same time as the presence of alcohol. 
These factors were the poor nutritional status of heavy-drinking mothers 
during pregnancy, and the inadequate physical conditions of a deprived and 
disturbed home environment. Although this work only described two 
influences, this went some way towards acknowledging social as well as 
medical influences.
Interest and research into the toxic affects of alcohol on the fetus 
continued and in 1968 French researchers Lemoine et al identified facial 
and developmental deformities in the children of 127 alcoholic women.
As the knowledge base surrounding alcohol damage in utero increased 
theories of damage became more specialised. Warner & Rosett (1975) 
divided infant alcoholics into two sections; “hereditary”, those who were 
exposed to alcohol in the womb, and those who were exposed to alcohol 
via their mother’s breast milk “acquired”.
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Abel (1984) points out that the alcoholic mother is also often 
malnourished, and a smoker, and that it is difficult to be precise about the 
causal role of alcohol.
Early studies such as that of Lemoine et al (1968) and Warner and Rossett 
(1975) were based on observing what happened to the off-spring of 
mothers who had drunk before and during pregnancy. In order to study 
the mechanisms of fetal alcohol damage there are methodological issues 
involved.
Methodological issues in studying alcohol 
damage in utero
Animal studies suggesting the link between alcohol and birth defects or 
behavioural difficulties have been performed on fish (Laale, 1971) chicks 
(Linakis and Cunningham 1980) mice (Randall and Taylor 1979) rats (Abel
1979) ferrets (Dumas & Haddad 1981) dogs (Ellis & Pick 1980) sheep 
(Potter et al 1980) miniature swine (Dexter et al 1980) and monkeys 
(Altshuler & Shippenberg 1981) with a multitude of responses ranging 
from similar observations to those found in the human fetus; to 
spontaneous abortion in monkeys whose system seems particularly 
sensitive to alcohol. This tendency among primates has obviously lead to 
difficulties in applying the studies to humans, other than to confirm the 
1979 findings of the Royal College of Psychiatrists that alcohol in the 
system can result in spontaneous abortion. In addition monkeys are 
difficult and expensive to maintain and produce only one off-spring per
27
pregnancy. The cheapest and most prolific breeders for these purposes 
then has been the rodent who proves a good model for alcohol-related 
studies of intra-uterine growth retardation and behavioural problems, but 
whose applicability to humans is controversial.
Additionally studies are problematic, in controlling such variables as:
1) establishing degree of exposure
2) length of time that exists between exposure and appearance of 
symptoms
3) the ability of the nervous system to compensate for prenatal insult 
in certain milieus.
If we look at the methodological problems involved in the further studies 
of fetal alcohol damage we begin to see more clearly how the medical 
paradigm fails to co-exist with any paradigm related to personal freedom 
or choice. Society agrees that it is not ethical to experiment on humans, 
consequently we feel reassured when the medical profession upholds our 
right not to be experimented on. However, this reassurance in some way 
obscures the fact that medical information alone could inform our choice 
and influence our behaviour. Within this paradigm it could be said that 
experimentation to ascertain exactly the mechanics of fetal alcohol 
damage is less important than the information that the medical profession 
suspects that alcohol can damage unborn children.
In 1973 Jones et al published their paper on “Fetal Alcohol Syndrome” 
based on a study of eight chronic alcoholics, and their offspring all of
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whom shared specific physical and intellectual defects and delays. The 
paper includes brief reference to the historical existence of a link between 
alcohol and birth defects and then looks in close detail at the 
characteristics of three infants. In the three cases described the mothers 
are American Indians and although an attempt is made to look at the 
contribution of a deficient diet on Fetal Alcohol Syndrome no other 
reference is made to the living conditions or general environment of the 
subjects or the fact that the off-spring were born to an ethnic minority 
group. In the discussion to the paper Jones et al comment that the risk of 
Fetal Alcohol Syndrome is high in future births unless “maternal 
alcoholism is controlled”. Jones et al also remark that further study is 
necessary to determine the incidence of Fetal Alcohol Syndrome. It is 
perhaps apposite here to reflect on the subtleties of this kind of control. 
Jones et al are medical men, they are doing what medical men do; that is 
investigating and commenting upon medical phenomena. At no point do 
they comment that a study looking at the impact of education about the 
effects of alcohol upon pregnancy would also add to their knowledge of 
the syndrome while also allowing the women involved to make informed 
choices about their behaviour. Without an intent to criticise Jones et al for 
their work it is useful to look at the wider context in which observable 
fetal birth defects due to maternal alcohol intake could be viewed. If a 
researcher used Jones et al’s observed data as a starting point of other 
variables involved could be achieved. For example did the mother’s 
involved have a sufficient diet? Were the living conditions and general 
environments of the mothers adequate? Was the ethnic status of the
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mothers significant? Jones et al contributed the facts forming the basis for 
concern around alcohol intake and pregnancy. It is the role of those 
working within alternate theotheical frameworks to increase the 
knowledge.
Following the publication of Jones et al’s paper many more reports of 
similar birth defect patterns were produced and the term Fetal Alcohol 
Syndrome became commonly used to describe them.
THE CHARACTERISTICS OF FETAL ALCOHOL SYNDROME 
Prevalence
Abel (1982) estimates 6,550 to 11,000 children bom each year in US with 
minor or major physical defects caused by maternal alcohol use.
Hagberg et al (1982) suggests that alcohol damage in utero is the major 
cause of mental deficiency, originating before birth, thus accounting for 
some 8% of all cases of mild mental retardation.
Concise figures on the impact of alcohol on pregnancy are difficult to 
estimate, since its use is widespread but not always widely acknowledged. 
In general it is thought that Fetal Alcohol Syndrome occurs in 1 to 2 per 
1000 pregnancies with partial expression in another 3 to 5 births per 1000, 
(Clarren et al 1978) Smith (1979) estimates it affects one third of children 
bom to mothers with chronic alcohol dependence.
30
Features of Fetal Alcohol Syndrome
Even though earlier studies identified similar features, the expression 
“Fetal Alcohol Syndrome” first described by Jones & Smith (1973) and 
Clarren & Smith (1978) is used to identify a set of features appearing in 
the neonate of mothers with chronic alcohol dependence. These features 
include, diminished growth, delayed mental development, a small head, a 
small brain, small under-developed eyes with short eye slits. The infants 
may also have a cleft palate, small jaw, heart defects and joint 
abnormalities. One fifth of such infants are estimated to die within the first 
few weeks of life. Those that survive have been shown to exhibit the same 
deficits at the age of 4 years (Streissguth, Barr and Martin 1984).
Behavioural Features
Jitteriness, poor habituation, failure to thrive and delayed development. 
Pathology
Animal studies conducted by Sandor (1968, 1971) looked at the effects of 
ethanol on the unborn fetus of chicks and rats and found that it induced 
dysmorphogenisis. The impact of alcohol on fetal development results in a 
pre-natal insult to cell proliferation, this leads to diminished fetal cell 
numbers and limitation of size.
Pratt (1982) examined the mechanisms of alcohol damage in utero, and 
suggested that four processes resulted in damage;
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1) Ethanol or acetaldehyde exposure at the time of conception and 
during the first two weeks of life may result in cell death or 
subsequently lethal chromosomal aberrations
2) continued exposure to ethanol 4-10 weeks following conception 
acts cytotoxically causing excessive cell death in the central 
nervous system and abnormalities in cell migration, either due to 
cell damage or due to the damage or loss of guiding or marker 
(glial) cells
3) 8-10 weeks into pregnancy ethanol acts to disorganise or delay cell 
migration and development. Volk et al (1981) found that if nerve 
cells are not in the right place at the right time synapses will not be 
normally formed.
4) Thadani & Schanberg (1979) demonstrated that alcohol acts to 
interfere with neurotransmitter production in the central nervous 
system (CNS). This leads to neuroendocrine abnormalities 
including effects on the hypothalamus causing a reduction in the 
production of the growth hormone.
Consumption and Impact of Exposure
Magalini et al (1990) estimate that the alcohol intake required to put the 
fetus at risk is 90ml of absolute alcohol per day or “six hard drinks”.
Kraminski, Rumeau-Rouquette and Schwartz (1976) studied 9000 
mothers. They found evidence of fetal damage in those mothers whose 
consumption was equivalent to 400ml or more of wine a day (l.Soz of
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absolute alcohol or just one half a 75cl bottle of wine). There were no 
congenital birth defects but birth weights were found to be significantly 
lower in these women. Little (1979) reported a link between social 
drinking (2 or more drinks per day) and retarded growth of the infant plus 
behavioural problems and increased possibility of low birth weight or still 
birth.
Streissguth, Barr & Martin (1984) looked at alcohol exposure in utero on 
a longitudinal prospective design. 1,529 pregnant women were 
interviewed in the fifth month of pregnancy, 500 infants were then 
followed up from birth to four years. They found that even allowing for 
variables such as maternal smoking, drug use and diet, education, birth 
order and family stress, alcohol related behavioural effects were still 
statistically significant at four years. They suggest that alcohol exposure in 
utero appears to affect the speed and accuracy of information processing in 
the infant.
Streissguth et al looked at continuum of effects from FAS in extreme - and 
minimal exposure. Looking at the dose-response or threshold relationship.
Streissguth, Barr & Martin concluded that the behavioural impact of 
alcohol exposure in utero can be observed as early as day 1 or 2 of life.
The same defects remain present at 4 years of life indicating the long-term 
consequences of alcohol exposure in utero. In addition the study showed
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that a consistent decrease in performance accompanied increased pre-natal 
alcohol exposure. These results suggest a dose-response rather than a 
threshold relationship. By dose-response Streissguth et al mean that the 
introduction of alcohol into the system produces problems per se the 
amount does not have to be a large one.
Clinical risk of abnormality is attributed to those mothers whose alcohol 
dependence is high ie 59g absolute alcohol per day.
Social Issues Related to Substance Abuse during Pregnancy
Gardner (1992) points out that illegal drug use while pregnant is publically 
condemned, and has resulted in legal implications for parents (King 1987). 
Alcohol consumption during pregnancy is far more socially acceptable. 
Gardner also points out that this tolerance is lower in the States where 
several prosecutions have taken place in relation to fetal rights and 
maternal responsibilities (Brahams 1990, Chambers 1986, Ho 1988).
Since this legal precedent was set in America the responsibility of the 
parent is not to drink but it is the responsibility of the government to 
educate.
Since 1989 it has also been a legal requirement in Ameria that warnings are 
published on all alcohol containers.
Social Aspects of Increase in Women Drinking
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Plant (1985) in her study of women, drinking and pregnancy described 
alcohol intake was influenced by variables such as age, sex, occupation, 
nationality and peer group pressure, social gatherings, religion and the 
changing role of women.
Plant’s work emphasised that alcohol use and misuse has been growing 
among women. This is further supported by the increase in admissions to 
psychiatric hospitals for women with alcohol-related disorders. (Shaw
1980).
Thorley (1982) also points out that there has been an increase in women 
dying from cirrhosis of the liver. An increase in drink related deaths 
whether male or female serves to highlight the larger problem of alcohol 
addiction within our society.
Women’s increased consumption of alcohol is reflected in them being 
directly targeted by alcohol producers with new products aimed 
specifically at them, eg cream liqueurs (Cavenagh 1983) Women are also 
being used more in the advertising of alcohol; either subliminally as a 
sexual reward (‘drink this lager and you will be more attractive to 
women’), or directly aimed at changing a woman’s life through alcohol - 
(‘drink this vodka and become more liberated’).
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In the area of advertising the condemnation of women drinking seems to 
have been reduced. Women are actively enticed to drink and may not be 
aware of the difference in the consequences for male and female drinkers.
Increased alcohol use and misuse is only a small part of the overall changes 
that women have been going through. Women tend to be more confident 
and financially independent than their forebears. Women take more of an 
informed role in what happens to their bodies, use of the contraceptive pill 
and the increase in Well-Women clinics has meant that information is more 
readily available and women are less reliant on the opinion of experts.
Feminist Issues in Female Drinking and Pregnancy
McConville (1983) cites the increase in alcohol consumption among 
women as evidence of great emancipation. Women have more freedom to 
drink, more disposable income, and more opportunities in their social life 
to enjoy alcohol.
The negative implications of excessive alcohol consumption are similar to 
those of men and yet scare tactics are used when in relation to female 
drinking. ‘The ransom of emancipation’ and similar phrases serve to 
remind women that the consequences of drinking for them are not only 
physical but psychological, in that they will be stepping over an invisible 
barrier if they persist in pushing societal limits and controls.
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Feminists such as McConville acknowledge that the physical impact of 
alcohol is greater on the female body, but what she argues against is the 
societal ‘norms’ that restrict women’s behaviour rather than educate 
women so that they are free to make their own choices.
In 1980 Saunders highlighted the fact that alcohol affects the ability of the 
individual to be caring and sensitive to others. With regard to a woman 
drinking the sin is double: firstly, a female who drinks necessarily fails 
society’s view of the caring and sensitive gender. A second failure is seen 
in those women who progress to motherhood still drinking and thereby 
flouting society’s view of them being un-caring and un-responsive to their 
children.
In attempting to break away from societal norms that condemn drinking 
behaviour in women, women feel a freedom in choosing to drink when and 
how much they please; the birth of a Fetal Alcohol Syndrome child is then 
seen as a punishment not only for their drinking but for their non­
conformist choices.
The mothers of children with Fetal Alcohol Syndrome interviewed at the 
time of writing this essay described how some professionals they had 
contact with via their child expressed the view that they were in some 
sense undeserving of support since they didn’t care enough about the child 
at the time of conception to stop drinking. These feelings of hurt, along 
with others are internalised and a feeling of guilt and shame leads the
woman to conclude that society is right she is an unfit woman and 
subsequently a ‘bad mother’.
Conclusion
Despite proof concerning the impact of alcohol upon the developing fetus 
the government and medical establishment have been poor to respond with 
educational programmes, of such scale as those that warn against the 
impact of smoking and unsafe sex as a protection against Cancer and HIV 
and ATDs As a consequence women in Britain still remain largely 
ignorant of the risks of drinking during pregnancy. GPs may give advice 
on limiting drinking and a few interested women may seek to educate 
themselves but generally the accepted view is that ‘a little of what you 
fancy won’t do you any harm’, ‘little’ being a subjective term. If attitudes 
regarding female drinking were to be widely examined it would be possible 
to be clear about what myths regarding women’s alcohol consumption 
existed. If such myths were clearly identified the effect on females in 
society could be challenged. For example surveys looking at the general 
public’s attitude to males/females and drinking would highlight what 
disparity there may be between the genders. If as some feminists 
hypothesize disparities exist then further research would be needed to 
emphasise how best to alter or inform the general public of the facts 
related to drinking for women. Information could be disseminated via 
health centres, GP clinics, libraries etc. followed by an assessment of 
whether the information had:
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a) an impact on people’s personal knowledge.
b) an impact on the general public’s attitudes.
Further research could also help to establish whether information does not 
get passed on to individuals or whether individuals are not actively seeking 
the information.
A comparison could be made between health centres some in which 
leaflets or displays giving information about alcohol and its impact on 
pregnancy are on hand and others where clients are individually given 
information by health professionals. Following a period of time an 
evaluation could be made about which approaches yielded the best 
dissemination of information. Such approaches could also be compared 
with health centres not specifically targetting individuals but responding to 
requests for information when necessary. In contrast Europe and America 
have responded to the risk of Fetal Alcohol Syndrome by launching major 
public health campaigns (Surgeon General US 1981). These campaigns 
have helped women understand that there is no identified safe limit 
regarding alcohol intake during pregnancy (Smith 1979, Woollam 1980). 
Even a small amount of alcohol may result in low birth weight, still-birth or 
spontaneous abortion (Royal College of Psychiatrist 1979). Also 
significant are the implications of drinking alcohol during breast feeding 
which not only passes the alcohol directly into the babies via the milk, but 
also acts to slow down the expression of milk from the breast. Such very 
practical advice and valuable information has remained largely unavailable
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to women who are considering becoming pregnant. The 1960s 
Thalidomide tragedy allowed women to demand the right to know the 
impact of drug intervention on their unborn child and yet the risk from 
alcohol has remained linked to excessive intake only. Also largely ignored 
is the father’s role in healthy pregnancy. Livestock breeders are acutely 
aware that the health of both animals is important for production of healthy 
off-spring. Alcohol is a testicular toxin and males drinking upwards of five 
drinks a day have been shown to have reduced sperm production and 
abnormal sperm formation (Rosett & Weiner 1984).
In summary, it would seem that currently there is little information widely 
available to publicise the impact of alcohol on the developing Fetus. Part 
of this paucity of information could be explained by the need for greater 
elaboration on the mechanisms of fetal damage due to alcohol. It would 
seem, since birth defects similar to those found in Fetal Alcohol Syndrome 
are found in other conditions, that the medical profession have erred on the 
side of caution before linking alcohol and birth defects conclusively. 
However, research conducted in search of these mechanisms has 
highlighted damage that occurs even through very small amounts of 
alcohol being introduced in the system. While Fetal Alcohol Syndrome 
remains linked with larger amounts of alcohol, what is commonly thought 
to be low level alcohol intake (social drinking) has been shown to result in 
low birth weight, behavioural problems or even still births. It would seem 
that the need for education about the impact of alcohol on pregnancy has 
become greater and yet the women interviewed during the writing of this
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review all reported that no information or incorrect information about 
levels of alcohol intake during pregnancy was given. The women 
interviewed all suggested that their behaviour and choices would have 
been influenced by this information.
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Introduction
In the area of addiction be it tobacco, alcohol or other 
substances, there is an acknowledgement that when the 
addiction is shared with a partner it is most logical if ending the 
addiction involves a joint activity. Each partner can then 
hopefully support the other and remove the temptation to use.
It is clinically noted that joint detoxification whether in out­
patient community drug/alcohol project settings or residential 
settings is often unsuccessful. Even in cases where 
detoxification is successful relapse occurs shortly after.
However, there is a paucity of data identifying or offering 
explanation for this occurrence. It could be that the higher 
occurrence of relapse in couples is a clinical myth, but is a myth 
held by clinicians working in community and residential drug 
and alcohol treatment centres. This critical review atempts to 
highlight the need for monitoring and research in this area and 
offers an exploration of some of the factors that may play a part 
in the relapse of couples undergoing detoxification and 
rehabilitation.
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When considering relapse it is often the case that insufficient life 
changes account for relapse, plus temptation and hidden 
agendas from those who deal in drugs or who have some other 
investment in relapse.
This critical review looks at gender-related issues surrounding 
detox and recovery. In particular the role of the socialisation 
process, gender-role identification and powerlessness are 
reviewed. More controversially the role that competitiveness 
plays in rellapse for women is presented as causal.
Since the role of competitiveness has not been specifically 
examined or tested it remains the hypothesis of the writer. In 
order for this assertion to be tested research projects would 
have to be conducted in centres aimed at supporting couples 
and families through the process of detox and recovery. Such 
projects would involve investigating the views of those 
individuals involved in the process. An assessment of the issues 
they saw as involved in their substance misuse and more 
importantly their own beliefs around whether the socialisation 
process, gender-role development and their own feelings of 
powerlessless or personal efficacy influenced their success or 
failure within the programme. Such research would not only 
seen to evaluate the views of those within the programme but
also those who had failed before completing the programme, 
those who had relapsed following the programme and those 
who remained drug and alcohol free.
Equally important would be the opinions and attitudes of those 
involved in co-ordinating and supporting the individuals and 
families throughout the programme. An assessment of whether 
they saw the socialisation process, gender-role development and 
powerlessless of the individual as significant would also allow 
for a greater understanding of the clinical observation that few 
couples and families attempting detox are successful.
Feminists such as Bepko (1991) have argued that addiction 
surrounds the individual’s attempt to exert control over their 
own experience and further suggest that addiction is therefore a 
microcosm representing the larger social arena. Any attempt at 
intervention therefore must take into consideration the gender 
related issues that will impact upon those attempting to detox 
successfully. In men and women these issues will be different 
though equally significant.
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Therapy within a feminist framework
If we initially look at the role of therapy for women from a 
feminist perspective we immediately run into conflicting 
paradigms. Often although we acknowledge and work from a 
feminist viewpoint it is also the case that the therapy involves an 
inherent power imbalance. Using eating disorders as an 
example; feminists such as Bepko (1989) acknowledge that 
women’s weight problems and eating disorders are to a large 
extent socially constructed. Bepko further suggests that social 
construction comes about due to a patriarchal bias in families 
and in the medical model. However, the goals of therapy often 
involve eating more or less food and therefore conform to the 
social construct of an ideal weight.
Similarly as abhorrent as domestic violence is we perceive as 
feminists that it is firmly rooted in the physical, political and 
economic power imbalance between men and women and yet 
work towards improving a relationship that may be significantly 
damaged by the abuse, Bepko (1989).
With regard specifically to addictions perhaps the most difficult 
to tolerate within a feminist framework is the Alcoholics 
Anonymous (AA) twelve-step programme. As Berenson (1991) 
points out AA was originally a programme run by men for men.
Women were exluded for four years after its start because AA 
maintained the view that “nice” women didn’t drink.
In particular steps one and two ask those seeking recovery to 
accept powerlessness over their situation.
1. We admitted that we were powerless over our situation 
and that our lives had become unmanageable.
2. We came to believe that power greater than ourselves 
could return us to sanity.
Is it realistic for women to accept their powerlessness in terms 
of their addiction when in reality emancipation and recovery 
from their female socialisation involves them actively denying 
powerlessness from male control and oppression?
Female Socialisation and Addiction
From a very early age stereotypes of the ideal male and female 
are presented. Little girls are quiet and well-behaved, little boys 
play in a rough and tumble way. All parents would like 
manageable children but overt disobedience and boisterousness 
tends to be viewed differently when performed by girls. It is still
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difficult in our society for men who wish to pursue more 
traditionally feminine pursuits and vice-versa. Society still 
frequently pressurises those who do not want to fit into certain 
categories: Girls who want to play football or boys who want 
to play with dolls. When these gender-appropriate roles are 
enforced there is great cost to the individual. Such oppression 
of self-identity may result in addictions in which the female 
responds by accepting the powerlessness she holds with regard 
to society’s rules and the male is forced to deny his feelings of 
powerlessness and embrace the powerful role. However unfair 
this situation is to both men and women as Forth-Finnegan 
(1991) points out it is the female who belongs to the 
subordinate group.
Forth-Finnegan (1991) looks at the research involving women 
alcoholics in the context of a feminist critique of science. She 
argues that in order to comprehend the force of the inherent 
power-imbalance it is necessary to highlight it’s beginnings. 
Kuhn (1962) argues that science has never been a neutral entity 
and comments that the battle to oppress women is reflected in 
the view of scientists that nature itself was a feminine force that 
required control if man was to benefit.
Historically myths have been cultivated about the addicted 
female that serve to reinforce the male-centred cultural view of 
the role of women (Zimmerman 1987). Myths surround the 
views that female addicts are sicker or harder to cure than their 
male counterparts. (Vannicelli 1984, Karn 1990). As 
Henderson and Anderson (1982) and Babcock and Connor 
(1981) point out this has much to do with sexist attitudes and 
ill-constructed male-orientated questionnaires.
Female sexual promiscuity and alcoholism is often linked in 
literature, Lisansky (1957) suggested this view had less to do 
with sexual behaviour and more to do with cultural views of 
public intoxification.
The above is a very brief overview of the type of misinformation 
held about women and their addictions. In the battle for equal 
power and equal status within the field of addictions specifically 
the message presented to females is that they risk much more 
than mere condemnation of their behaviour. In the larger social 
arena where competition between the sexes proves difficult for 
the most determined of females, the competition between men 
and women with addictions carries with it for the female the 
extra responsibility of overcoming societies condemnation as 
well as the addiction.
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Competitiveness and its impact on Addiction
Competitiveness as a trait tends to be viewed by society as a 
masculine characteristic. Women who possess competitive 
characteristics may be presented as masculine (ie sportswomen) 
or ruthless (ie successful business women).
Generally they are viewed as uncharacteristic women and 
reasons are sought for these traits. From a feminist viewpoint it 
is likely that competitiveness exists within us all but that gender- 
role conformity and pressure results in women being covertly 
competitive rather than openly in competition with men.
I perceive that there are two levels in which competitiveness has 
an impact on women in addiction: On one they perceive that 
they simply can not compete for recovery with their partners 
because as stated in the previous section the battle is not merely 
for equal status but in overcoming social views. The other view 
is that any sense that they are in competition with their partners 
results in feelings of uncomfortability. These feelings induce a 
loss of gender-role identity the resulting shame of which leads to 
acceptance of their powerlessness against society and in turn 
relapse.
Loss of gender-role identity in Addiction
Wilsnack (1973, 1976) looked specifically at the loss of sex-role 
identity in females with addiction problems. Wilsnack identified 
disturbances in feminine identification reported in the research 
literature surrounding female addicts. These disturbances 
included inadequate adjustment to female roles and masculine 
identification. Wilsnack concluded from her review that the 
source of such disturbances was often the identification of the 
woman with the ‘masculine behaviour’ of the Mother not the 
the ‘unmasculine behaviour’ of the Fathers. Wilsnack suggested 
that the women prone to addiction problems were those whose 
conscious attitudes and values were typically feminine but 
whose behaviour was inconsistent with society’s norms. These 
women therefore felt inadequate as women. It could be 
suggested that such women’s identification with the masculine 
sex-role include competitiveness and that these feelings add to 
the insecurity about their adequacy as women.
Beckman (1978) extended the sex-role conflict issue to include 
all types of emotional disorder. She concluded that disturbed 
gender-role identification or conflict could be connected to a 
wide array of disturbed or pathological behaviours among
women. Beckman identified that women with alcohol problems 
had a pattern of conscious femininity and unconscious 
masculinity and lower self-esteem. Beckman suggested that the 
only healthy behaviour would be the ability to successfully 
integrate all aspects of self, masculine and feminine and to have 
this integration acknowledged as healthy by society.
The implication of the above in treatment settings would be an 
open acknowledgement of the healthy mix of masculine and 
feminine traits in both men and women undergoing 
detoxification or recovery programmes.
Accepting Powerlessness in Female Recovery
It would seem that the issue in accepting powerlessness for 
women surrounds the fact that for a significant number of 
women they have never achieved power and therefore have 
nothing to relinquish. As Bepko and Kreston (1985) state the 
woman often faces many obstacles to the access of power 
within the traditional family setting. In families containing 
alcohol problems the abuse of power is often more extreme 
(Bepko 1989). In family systems alcohol is often used in an 
attempt to smooth over some of the power imbalance (Bepko
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and Kreston 1985). Where the power imbalance is great the 
need for external amelioration is also increased.
It is necessary to comment here about the use of the term 
‘powerlessness’ which is difficult to quantity. Powerlessness in 
terms of the AA model is seen as a positive move towards 
overcoming addiction. In psychological terms we would seek to 
clarify the impact o f ‘powerlessness’ on the individual women 
who considers her powerless?, and if she considers herself 
powerless how could we identify whether this powerlessness is 
seen in terms of personal efficacy within her situation or in 
terms of spiritual growth.
An attempt would have to be made to define how powerless the 
individual felt and whether they perceived this as an assett or a 
hindrance. The assertion that women fail in the AA model due 
to the issue of accepting powerlessness could be tested. This 
would involve not only assessing the issues identified by women 
who failed the programme but also those who succeeded to see 
whether their feelings of personal efficacy were enhanced or 
unaffected by the concept of powerlessness. It may also be 
necessary to compare the views of those women attending 
women only AA groups with those preferring mixed groups.
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After such an evaluation it would be clearer to see whether the 
difficulties that feminist writers such as Bepko (1989) and 
Bererson (1991) see as leading women to fail in the AA 
programme are due to issues of powerlessness or some other 
variable as yet unidentified.
In families where the power is in the hands of the woman 
therapy often sets about to restore societal norms and 
patriarchal family systems (Caplan 1989, Chodorow & 
Contratto 1982, Walters et al 1988). Bepko (1989) views this 
therapeutic tendency as a response to the erroneous belief 
system initiated by gender socialisation and responsible for the 
addictive process.
Kasl (1989) noted that heterosexual women are often drawn to 
lesbian women and she suggests this is due to the perception of 
power attributed by the heterosexual women. Kasl also notes 
that often in abusive families a strong-willed female child is 
scape-goated. Kasl associates this behaviour with unconscious 
fears about powerful women within our culture.
As Bepko (1989) suggests addictions often serve to blunt the 
dilemma of the woman’s experience within society and the 
family framework. The pressure to conform to societies norms
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is diluted by addiction which serves to compensate for the lack 
of power and choice. In a recovery situation the woman would 
appear to gain nothing by losing her addiction since she will 
have to experience the dilemma between personal power and 
powerlessness without the mediation of addiction. For couples 
in recovery the consequences and dilemma for the woman may 
in some cases be too great. Similarly for the man in such 
situations enlightenment for the woman may signal the end of 
the relationship and with it many benefits. As a consequence the 
man may re-invest his time in facilitating relapse for his female 
partner.
Co-dependency within relationships and competitiveness
The term “co-dependant” has a variety of uses within the field 
of addiction. It was originally used as a method of 
acknowledging the impact of alcohol related problems upon 
members of a family. Co-dependency was a euphemism for the 
pain and trauma undergone by these individuals.
As the concept of alcohol related problems and methods of 
treatment altered during the 1930s and ‘40s so has the concept 
of co-dependency. The concept of the “alcoholic” shifted from 
one of moral weakness or evil to being a medical or disease
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model. As a consequence the nature debate gained strength in 
the view that families of alcoholics had physiological 
predeterminants for developing alcohol problems.
Perhaps of more impact on co-dependency was the development 
of the family systems model. As Steinglass, (1979) reflects 
family systems thinkers began to see the individual with alcohol 
related problems in the context of those within her/his system or 
family. With this view comes the acknowledgement of the 
myths and beliefs held by that system and influenced by the 
larger societal system. Claudia Black (1981) highlighted the 
dysfunctional patterns that influenced the families of those with 
alcohol related problems but over time the term co-dependency 
has come to represent those members of the family system that 
exhibit those dysfunctional behaviour patterns.
An attempt to pathologize the entire family system exists. The 
‘alcoholic’ has a disease which would be curable but for the 
dysfunctional behaviour patterns of those that surround them. 
Reissman (1983) reflects that since many co-dependants are 
women it seems that they are often held to blame for the failure 
of the medical profession to ‘cure’ the disease of addiction. 
Kreston and Bepko (1990) suggest that describing the families 
of the male alcoholic as ‘sick’ helped to reduce the need for the
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male to be responsible for his condition. They point out the 
broader political dilemma of defining the alcoholic male as sick 
which challenged the inherent power imbalance within our 
culture and as such ‘co-dependency’ became a useful method of 
restoring the power imbalance and with it the restrictive societal 
norms imposed on the female partners.
In this situation of co-dependency the element of competition is 
aroused in the male. In order to clarify this we must first 
examine the dysfunctional behaviour patterns that are exhibited 
by co-dependants and consider their relationship to the inherent 
power imbalance imposed by cultural norms.
One behaviour often considered co-dependant is that of over­
responsibility. When exhibited by a female partner this may take 
the form of an over-concern with the partner’s responsibilities 
and life choices. A wife for example may take on as part of her 
role making excuses for her husband’s drinking behaviour, 
controlling his finances in an attempt to stop him drinking, 
pacifying arguments between her husband and other members of 
his family and tidying up evidence of his drinking. Such 
behaviour patterns are often viewed by therapy as enabling the 
partner to continue drinking since he frequently is excused 
taking responsibility for his behaviour and also has someone to
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blame when his anger at being controlled results in drinking. 
However, within societal norms the woman is often placed in a 
position of responsibility for the man within the family. It is 
considered unmasculine for example for a man to express his 
feelings and frequently women take on the role of expressing 
their partner’s feelings to children or other relatives. Bepko and 
Krestan (1990). In families where over-responsibility results in 
enabling it is often difficult to draw a line between what is 
culturally acceptable over-responsibility and what is enabling. If 
a situation were to develop where the female took responsibility 
for only herself and as such paid bills, ceased explaining and 
covering up she may be viewed as not only ending co-dependant 
behaviour but as shirking those roles expected of her by society. 
The male in this situation may perceive that the woman is more 
efficient and competent than he and as such in competition with 
him over a role traditionally considered as masculine. Again his 
agenda may become to restore societal norms, co-dependency 
and therefore relapse for his partner.
Miller (1976), & Gilligan (1982) also point out that to stop 
being over-responsible may leave the woman feeling without a 
role since society encourages the woman to be other-centred. 
This may in turn lead to a crisis of self-identity and again the 
dilemma of loss of gender-role identification. The woman may
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perceive that her partner is in competition with her over her 
gender-role and as suggested earlier the uncomfortable feelings 
that such competitiveness results in may lead to relapse and 
acceptance of her powerlessness within the family setting.
Conclusion
This critical review looks at addictions and offers analysis within 
a feminist framework. Specifically it looks at the gender issues 
relating to the woman’s experience of successful detoxification 
either as an individual or as part of a couple. Within this 
context it examines the role that covert competitiveness plays in 
relapse.
The dilemmas for the therapist working within a feminist 
framework and encouraging liberation while adhering to logical 
goals that belong to male-orientated medical models are 
highlighted. Dilemmas such as the woman accepting 
powerlessness within twelve step-programmes is contrasted 
with the struggle that women often experience against the sense 
of powerlessness they feel within sociological and cultural 
norms. The process of socialisation that exists within ourculture 
can leave women with addictions feeling that they don’t 
conform to expectations of their gender-role. Such gender-role
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confusion can leave women feeling inadequate about their self- 
identity.
Within the context of detoxification and recovery programmes 
women may adopt addictions to reduce the stress that 
conforming to society’s norms may induce. In order to end an 
addiction would for some women mean an increase n the 
disparity between their self-identity and cultural norms.
A woman willing to compete with a partner in ending an 
addiction may fail for several reasons because pressure to 
conform to society’s norms is too great, she may also fail 
because the male partner may perceive a reluctance in her to 
conform to such norms and may encourage her to relapse in 
order to restore the status quo that previously existed. 
Alternatively the woman who achieves appropriate 
responsibility for her part within a relationship may feel ‘empty’ 
or ‘de-roled’ and if these feelings are intolerable she may again 
use substances to remove the uncomfortability. In this situation 
the male may also ‘compete’ with the woman for the accepted 
‘masculine’ role and hidden agendas of relapse may be 
introduced.
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The issue of competitiveness as a traditionally masculine trait 
means that women who do compete with their male counter 
parts risk losing societies view of them as feminine.
Additionally the myths and misinformation that regards women 
with addictions as being ‘sicker’ or ‘harder to cure’ than men 
with addictions means that women have to work harder to be 
considered recovered and therefore achieve equality with men.
The implications for detoxification and recovery programmes 
involving couples is great. An awareness of gender-related 
issues is obviously necessary as is an open acknowledgement of 
the element of competitiveness that exists between the sexes and 
therapy that involves the integration of self, including masculine 
and feminine characteristics within each individual whether male 
or female.
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COMMUNITY DRUG PROJECTS: Where did they come from? 
What impact have they made? : A Reflection
Introduction
Community drug projects came into being in the late 1980s as a 
response to the increased risk among drug users to HIV injection and 
ATDs British Drug policies underwent a major change at this time and 
models of harm minimisation replaced previous more punitive 
approaches aimed at outlawing and reducing drug abuse. Needle 
exchanges and programmes teaching safe use of drugs were introduced 
along with prescribing policies. This critical review looks in detail at 
these changes, reflects upon the contrasting paradigms that exist and 
examines how this contrast affects the clients and those working within 
the projects. My reflections are based on clinical observation, 
discussion with clients and colleagues who attend and work in a 
community drug and alcohol team.
The Impact of HIV and AIDS on British Drug Policy
Stimson (1990) highlighted the impact of HIV and AIDS on the British 
drug scene in terms of:
1) The Problem Itself
Several features of HIV and AIDS impact directly on any policy 
debate. The fact that at the first stages of understanding the 
virus there seemed little prospect of finding an effective cure. 
The time taken to develop a vaccine would mean that the
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numbers infected by HIV would increase during that time. 
Certain conditions appeared to exist that meant the spread of 
the virus would be rapid and also that the virus is spread 
through very specific body fluids, such as blood and semen. 
Perhaps, however, the most significant feature of HIV is the 
length of incubation before development of full blown AIDS. 
Thus the full impact of infection is not witnessed for many 
years. The above features emphasised the need for preventative 
measures and changes in intimate personal behaviour.
Methodological issues involved in the development of new drug 
policies were two-fold. It is difficult to motivate change in 
individual behavioural practices in the light of what was largely 
an ‘invisible enemy’ and the outcome of any intervention could 
take many years to assess. (Anderson and Medley 1988).
The route of infection via body fluids highlighted the risk of 
sharing injecting equipment. The statistics around at the time 
painted a bleak picture. In Edinburgh 63% of clients attending 
for HIV screening reported sharing works once a week, (Brettle 
1986). 53% of drug injectors in New York reported sharing 
(Hopkins 1988) as did 60% of injectors in New Zealand 
(Lungley 1988) and 77% in Paris (Espinoza et al 1988). In 
England and Wales between 59% and 62% reported sharing
within the last month as did 76% of injectors in Scotland. 
(Stimpson et al 1988). Higher percentages were found among 
those injectors not in touch with services.
2) The Scale of the Problem
The report from the World Health Organization (1988) 
collaborating centre on AIDS in Paris indicated an increasing 
proportion of identified cases among the intravenous drug user 
transmission group. In 1984 9% of diagnosed AIDS cases came 
from intravenous drug user transmission compared with 42% of 
cases in 1988. Compounding evidence for this increase was the 
fact that numbers of diagnosed AIDS cases among intravenous 
drug users (IDU) increased by 147% between 1987 to 1988 
compared with an increase of 67% among the 
homosexual/bisexual group. It is also apparent that infection 
among intravenous drug users has been more rapid with an 
estimated time for the doubling of reported cases 9.3 months in
I.D.U. compared with 15.4 months among homosexual and 
bisexual men.
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Allowing for the skew to the figures caused by statistics from 
Italy and Spain where more than 50% of ADDS cases are from 
the injecting group we must still be aware of the scale of the 
problem in the UK with one in two injecting drug users tested in 
the East coast of Scotland being HIV positive and rates of about 
1 in 20 in the rest of the UK. Statistics on the prevalence of 
HIV in the UK are poor. However, this paucity of data should 
not be seen as reason for complacency since the ‘invisible’ 
nature of the infection would lead us to expect that any figures 
could wisely be considered under estimations. Reading the 
signs of the speed of infection in other countries the UK needs 
to be prompt and effective in its attempts to combat the 
problem.
Stimson then went on to reconceptualise the nature of the drug 
problem in the following terms. Looking at the drug problem as 
conceptualised by society and the manner in which scientific 
meetings, medical textbooks, articles and government reports 
present the issues, Stimson argues that the attitudes and 
behaviour of those attempting to deal with the problems impact 
to a great extent on those individuals who use drugs, their 
families and the communities. The way in which knowledge and 
attitudes held by scientists and those in the medical professions
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has altered medical and social practices acts as an indication of 
the impact these paradigms potentially have.
The many diverse factors affecting drug use make it difficult to 
define in terms of a paradigm. A hundred years ago drug use 
was seen as “a moral illness, a medical problem - a disease that 
affects the individual’s will” Stimson (1990). This view is in 
conflict with definitions of the problem in terms of a medical 
problem - “a disease with a clear aetiology, prognosis and 
treatment” Stimson (1990). The drug problem could also be 
seen in terms of its criminal implication, and therefore there was 
the argument that it could be solved by legislation and law 
enforcement. From a moral viewpoint it could be said that the 
majority of society simply doesn’t like what drug-users do. 
Within a social science perspective the drug problem reflects the 
structural disarray and deprivation within our society (Inter­
departmental Committee on Drug Addiction 1965)or perhaps in 
relation to the risk of HIV and AIDS drug use is a public health 
problem. (Stimpson 1990).
The historical trend to look at the drug problem in terms of one 
paradigm has shifted in recent times to a view that tends to 
incorporate the many influences on the individual’s choice to 
use drugs. This new combined paradigm made the aims and
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objectives of those working in the drug field more concise and 
agreeable. In order to reduce the spread of HIV the rate of 
people injecting drugs and sharing equipment needed to be 
reduced. However, as Stimson and Oppenheimer (1982) found 
only 40% of heroin users reach a point of abstinence. These 
figures may have improved but are unlikely to have become 
dramatically different over the past ten years. The individuals 
for whom abstinence is not a workable solution, estimated at 
between 750,000 and 1 million in Europe and between 37,000 
and 75,000 in the UK, are at most risk of HIV infection, 
particularly if they shared needles.
The conclusion reached by those influencing drug policy was 
that a distinction should be made between reducing the risk of 
HIV infection and reducing drug use per se. The World Health 
Organization (1988) commented:
“the relative risks of drug abuse and HIV infection must be 
carefully weighed. On balance, those of HIV infection will 
generally be found to be the more serious”.
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Unclear about whether funding came from a concern about 
those individuals injecting drugs or a concern with the impact 
their behaviour could have on others, drug services found 
themselves allocated around £14 million extra each year to 
address the issues raised by HIV and AIDS.
Such funding did have the effect of emphasising the risk to the 
health of the general population and so legitimised the allocation 
of large resources to a low profile section of the community 
previously seen as self-inflicting of their own difficulties.
New drug policies were based on several assumptions:
1. The nature of the problem.
2. The nature of the drug users.
3. The task facing the policy makers and 
practitioners and their assumptions about;
4. The appropriate people to deal with the problem.
5. Their relationship with clients.
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The Nature of the Problem
Concern became focused not on drug use in general but with a 
particular method of using drugs namely injecting. Due to this 
shift there has been less emphasis on other problematic drug use 
and a belief in the responsibility of clients to make rational 
choices about the behaviour they adopt related to their drug use.
The Nature of the Drug User
This assumes that injecting drug users who are conscious about 
their health will alter their behaviour sufficiently to reduce risks 
associated with the injection of dangerous drugs. Des Jarlais 
and Freidman (1984) reported changes in drug-injectors 
behaviour, including increased use of clean needles and reduced 
needle sharing. Burt (1989) also noted injectors personally 
marking their own syringes and refusing to share if blood was 
evident in a syringe.
The task facing the policy makers and practitioners
The new task faced by policy makers was marked by a shift in 
emphasis from the psychopathology of the drug user to the 
health and risk of behaviour of the individual involved in drug 
use. In short the concept of risk reduction became the focus of 
those working in the drug services, characterised by a change in 
drug-using practices so as to reduce HIV infection, to stop the
sharing of equipment and to adopt safer sexual behaviour. (Lart 
1989).
In a short space of time it seemed that previous policies 
regarding drug use had been turned on their head. The supply 
of needles and syringes to those using drugs seemed in direct 
opposition to previous attitudes on the reduction of drug use. 
Over 120 needle exchanges now operate in England each also 
equipped with advice about safer sex practices and free 
condoms.
Since adoption of the need to emphasise risk reduction a lot of 
time, energy and imagination has gone into spreading the word. 
Brightly coloured, attractive and readable art work, the supply 
of sterile needles to dealers, ‘designer wraps’ outlining 
information on needles exchanges and safe behaviour plus 
booklets detailing guidelines for sensible drug use have been 
introduced.
In some ways the shift in emphasis to the drug-users body 
paralleled the nation-wide growth industry of fitness. Even 
drug-users didn’t have to be ‘couch potatoes’, drug use was 
seen as a reason for a greater need to look after the body by 
exercising. (Community Drug Project 1988).
The broad goal of abstinence was replaced by more manageable 
goals including the change from IV drug use to oral drug use, 
cutting down generally or sticking to just one type of drug.
The expansion of the harm minimisation theme included 
prescribing via drug dependency units, the rationalisation being 
that clean syringes were being used but dirty drugs were still 
causing damage. There was also the concept that via 
prescribing some individuals could become engaged in therapy 
and encouraged towards abstinence. (Strang 1987). 
Alternatively in those individual cases characterised by 
persistent and chaotic drug use that prescribing at a maintained 
level would reduce their risk of HIV infection. (Chang 1987).
The appropriate people to deal with the problem
‘Poly-drug users’ were paralleled by ‘poly-drug workers’ those 
skilled in broad areas of medicine, counselling and social or 
community work. Those working in the area were encouraged 
to be knowledgeable on aspects of HIV infection. Workers 
were encouraged to co-operate and communicate with others 
members of the medical profession such as GPs, virologists and 
genito-urinary specialists thus facilitating awareness of the 
issues involved. (Lart 1989).
Community-based services were introduced to initiate contact 
with those clients who were likely to avoid hospital or office- 
based sites. In addition outreach workers, mobile workers, ex­
drug users or current drug-users and dealers were enlisted to 
educate and operate needle and syringe schemes. Self-help 
groups were encouraged and supported by community drug 
projects. (Editorial 1988).
Relationship of drug services to their clients
The concept of ‘user-friendliness’ was emphasised.
Accessibility and contact became the aim of services with 
treatment on demand available, \individuals were no longer 
judged, confronted or coerced but instead “empowered” and 
encouraged to alter their behaviour with information, support, 
methadone, syringes and condoms. The facilitation by such a 
non-judgmental, user-friendly service approach was dependent 
upon the attitudes of the staff. Only where open and friendly 
attitudes existed could the services be truly considered as client- 
orientated.
The contrast between policy and practice
As Stimson summarises such challenges for the drug services are 
wrought with problems. A lack of historical distancing will mean that 
analysis of any change will be difficult to assess. This is compounded 
by the nature of HIV itself making it consistently difficult to evaluate 
current impact.
The disparity between policy and practice is also influential on any 
evaluation as is the initial interpretation of policy.
The impact that pessimism and ‘burn-out’ have on the staff working in 
the area will need to be assessed with regard to those individuals either 
unwilling to consider change or abusive of the service. Drummond 
(1980) points out that with the change in the perceived responsibility of 
the drug-users to effect change in his/her behaviour comes an 
understanding of the notion that drug-users need to enlist the help of 
those professionally trained to effect a successful change in that 
behaviour. Drummond feels that possible acknowledgement of client 
responsibility leads to a dilemma for staff working in the field. Their 
sense of competence and self-esteem in facilitating such change and 
leading to ‘burn-out’ as a consequence.
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Strang (1990) emphasises the pressure on the staff of drug services to 
effect as quick a change as possible on the ‘at-risk drug using 
population’.
“Modem day drug-workers should strive to force the process of 
maturation so that more change occurs and over a shorter period of 
time”.
Stress felt by staff may be added to when the increase in those infected 
by HTV becomes more substantial.
As Stimson points out we can only monitor, observe and evaluate to the 
best of our ability in an attempt to respond to changes in the needs of 
those currently at risk. However, as Drummond (1990) also points out 
any reflection on the likely success of any major change in drug policy 
tends to err on the side of pessimism. Drummond accentuates the two 
important issues affecting any attempt to reduce the spread of HIV.
One is the likely uptake of the service by drug-users at risk and the 
second the effectiveness in maintaining and establishing safer drug and 
sexual practices. There appear to be no hard figures in establishing 
outcome. What number of risk-taking, drug-using individuals are 
necessary to allow the infection to spread? Drummond also highlights 
the poor success rates of other public health campaigns such as 
alcohol/smoking restriction and the voluntary use of seat-belts. The key
to reduce despondency in the face of such limited likelihood of success 
Drummond suggests is first to acknowledge and embrace such 
difficulties and consequently view even a small reduction in risk-taking 
behaviour as significant. In addition Drummond seeks to share the 
burden of drug services in preventing an HIV epidemic with other 
bodies such as pharmacies. Such bodies could be encouraged to 
expand their involvement with needle and syringe exchange schemes. 
The installation of sterile equipment dispensers along the lines of 
condom vending machines is also suggested as an extension of the 
‘user-friendly’, harm minimisation approach. (Strang 1990).
Strang (1990) comments upon the existence of ‘para-paradigms’ which 
influence the view held of any attempt to apply a harm minimization 
strategy. One such ‘para-paradigm’ which could be said to be in 
conflict with the public health paradigm is described by Stimson (1990). 
For example using the public health paradigm easy access to sterile 
needles and syringes will produce a significant reduction in the spread 
of HIVand the personal freedom paradigm advocates that an individual 
is free to choose; whether they use drugs, what drugs they use and how 
they use them. In this instance the recommendation is the same - the 
right for the individual to obtain sterile needles and syringes. Strang 
suggests the conflict becomes more apparent in the area of prescribing. 
Many of those working in the area feel there is little point handing out 
clean equipment if the drugs available are dirty and harm the individual.
However, from the stand point of the public health paradigm it is of 
little significance to the spread of HIV what gets injected as long as 
new or sterile equipment is used each time. Such ‘ para-paradigms may 
make those working in the drug field feel uncomfortable about the 
motivation for their task. Is their ‘user-friendly’, non-judgmental 
approach designed to lull the drug-user into thinking that it is concern 
for the individual that motivates the professional or concern for the 
general population?
Des Jarlais and Sotheran (1990) point out that the general feelings of 
pessimism and small level of likely success could be further influenced 
by the potential for ‘relapse’ from risk reduction. They point out that 
little time in which to study the likelihood of relapse among IV drug 
users has elapsed. However, they postulate about undermining 
influences in low seroprevalent areas such as a belief that the AIDs 
problem is no longer a threat and in high seroprevalent areas by a 
fatalistic belief that HIV infection is inevitable. Des Jarlais and 
Sotheran also draw parallels between new IV drug users being as 
undeterred by the risks of sharing as new cigarette smokers are 
undetermined by the threat of smoking related cancers and heart 
disease.
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In addition des Jarlais and Sotheran warn that the ‘drug problem itself 
is prone to change and that alterations in the method of drug-use will 
necessarily impact on the issues of HIV prevention. In the United 
States work has been undertaken that has linked an increase in 
heterosexual transmission of HIV with smoking Cocaine in the form of 
‘Crack’. Such changes in behaviour and risk influence the targets 
identified by drug services.
Black (1990) highlights the tendency for a focus on harm minimisation 
to reduce attention in the area of general drug misuse. She feels that in 
pulling out all the stops to reduce the transmission of HIV the needs of 
other drug misusers may be overlooked. Black also voices the concern 
of practitioners working in the area that preferential treatment of 
injecting drug-users because of their higher risk of infection creates a 
two-tier system. This two-tier system she argues has already produced 
anomalies where harm reduction services are more easily accessible 
than treatment services. Black suggests the way to remedy such 
tendencies would be to ensure the training of a wider range of 
disciplines so that the care of the drug user could become an accepted 
responsibility among mainstream services.
The Impact of Community Drug Projects and British Drug Policy 
on Clients and Staff
The focus of community drug projects was on those clients at risk of 
HIV infection and AIDs. However, although the majority of clients
engaged by the services fall into this category a wide range of other 
clients were also referred or attracted. For example older clients 
addicted to Benzodiazepines for many years are referred to the service. 
Clients for whom anxiety, depression or other psychological issues 
result in self-medication with tranquillisers, clients for abusive or 
destructive relationships result in addiction to substances such as 
DF118s, and those to whom their addictive behaviours per se cause 
them concern without an overt risk of HIV or AIDs being the issue. It 
would appear that the nature of the problem expanded to include 
addictions per se rather than just those originally identified as in need of 
intervention to reduce the risk of HIV infection or AIDs.
In terms of assessing the prevalence of HIV and AIDs frequently 
specialist counsellors are available in order that pre-test and post test 
counselling is possible. To a large extent the confidentiality of 
individuals is closely protected and so the task of monitoring frequency 
or changes in behaviour associated with risk does not belong to the 
remit of the community drug project worker. This can sometimes have 
the effect of the staff feeling separated from assessing the benefits of 
their work with clients. Alternatively the needs of other clients with 
infectious diseases such as Hepatitis can seem secondary in importance 
to HIV infection and AIDs. In addition supporting services also seem 
biased in their provision for Hepatitis C carriers.
Q A
The ‘invisible’ nature of HIV infection often results in staff feeling that 
they are fighting an unwinable war where those they counsel seem 
unconvinced that the education concerns their behaviour. It is also 
frequently the case that staff move on before evidence of their 
successful counselling is identified. The incubation period of HIV 
infection means that clients who have successfully altered their 
behaviour patterns may nevertheless develop AIDs thus adding to their 
own feelings of anger at the disease and the staffs feelings of 
inadequacy.
The contrasting paradigms of the new drug policies can also foster 
uncomfortable feelings among the staff group. Harm minimization is 
presented as a client benefit since it reduces the risk of infection and 
supports the individual’s choice to use drugs. However, the staff group 
are often aware that the public health paradigm advocates harm 
minimisation as a protection for the general population and not the drug 
user per se thus perpetuating the undesirable view held of people who 
choose to use drugs.
The assumption that those injecting drug-users are conscious of the 
risks associated with their behaviour and willing to alter their behaviour 
can sometimes lead to difficulties. Working with a client who is unable 
to equate their behaviour with risk or unwilling to alter their behaviour 
can lead to unreal expectations from the staff group, frustration and
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feelings of inadequacy if change can not be facilitated. Clients on the 
other hand can feel harranged or pressurised and disengage from the 
service prematurely before full understanding or decisions to change are 
reached. It can also be frustrating for staff-members who feel abused 
by those clients who overtly refuse to change, for example, sexual 
practices and put others at risk. This can be particularly distressing if 
those put at risk are also known clients of a service.
Needle exchanges have been considered a successful part of community 
drug projects. They are often used not only by individual drug-injectors 
but by those supplying drugs to others. This can be seen as a benefit to 
those who might be at risk from dirty works but also a barrier to those 
who may themselves become engaged by the service if they were 
responsible for exchanging their own works.
Although there has been a change in policy and practice this is not 
always paralleled by a change in attitude. Community Drug Projects 
often find themselves liaising with agencies whose attitudes regarding 
drug and alcohol misuse are non-sympathetic. Clients can feel let down 
or misled by services designed to offer them support. Staff hear reports 
of interactions between clients and agencies which are abusive, 
unnecessary and where standpoints are rooted in ignorance. It is also 
the case that staff members of a Community Drug Project get, as it 
were, ‘over-identified ’ with their clients and instead of representing the
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view of a professional they are perceived as advocates or ‘friends of 
the client when the term is used in a disparaging framework. At case- 
conferences for example staff can feel undervalued or ignored by other 
professionals especially if agendas and expectations of the shared client 
are differing.
It would appear that although policy has been changed the new task of 
policy makers and practitioners is to alter attitudes in accordance.
Some of the reticence to change and misinformation is due to the speed 
and nature of the change of policy. Needle exchanges rather than 
approaches aimed at outlawing and reducing drug abuse allowed for no 
growth in middle areas and the transition has for some been too great, 
they have stayed very firmly on the side of the debate that they 
recognise as logical.
In terms of the spread of information about safer drug-use and sexual 
practices again some clients resent the large emphasis put on IV drug 
use. Brightly coloured, explicit posters and booklets are seen as 
offensive to the client group who prefer to be discrete about their drug 
use. Similarly those clients who are heterosexual and HIV positive feel 
under supported by the amount of literature and education with a 
homosexual bias. Policy makers and practitioners would have a 
difficult job pleasing the entire client group but the diverse nature of the
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client group attending a Community Drug Project is again highlighted 
by these reactions.
For staff an expansion of the client group to include individual’s other 
than those directly at risk of HIV infection or AIDs has meant 
expansion of the skills required to deal with the new client group.
The potential experience gained by new team members can prove 
valuable. There has been a move away from the confines of specialist 
work with injecting drug users to an opportunity to develop group skills 
or more generalised counselling skills. There has also been a move 
away from monitoring clients behaviours, urine results or Methadone 
cut-downs to involvement with a wider array of psychological issues 
such as depression or anxiety. The potential for education and new 
experience for staff members is great.
The implications for staff of this new more diverse client group can 
however be problematic. On the negative side community drug projects 
tend to be seen as ‘all things to all people’. A dumping ground for the 
less desirable or more problematic clients. Staff respond to these 
expectations by juggling large case-loads generally made up of the more 
problematic clients with great demands upon their time. Clients in crisis 
take a lot of staff time and involvement and guilt can be felt when less 
demanding clients get a reduced service.
‘User friendliness’ is difficult for staff to operate with a full case-load 
and stress. As the client group has expanded facilities have become 
stretched. Clients may recognise changes in the ease with which staff 
time could be offered, appointments could be made and prescriptions 
arranged. The frustration felt by clients not getting a user-friendly 
service is often taken out on the staff. Incidents of verbal and physical 
abuse are increasing and reputations of community drug projects are 
being affected by those clients who are unhappy with new boundaries 
and guidelines.
Waiting lists now operate in many community drug projects and GPs 
are often approached for prescriptions when clinical assistants case­
loads are full. Staff often encounter anger and irritation at being 
involved in clients drug needs and with the changes in GP fundholding 
drug and alcohol misuse clients become even less desirable.
The expectation of user friendliness without the resources to carry it 
through can result in stress for staff and early bum out.
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Conclusion
This critical review has taken as it’s subject the policies that impacted 
upon working with drug-users in a community setting. Models of harm 
minimisation, needle exchanges and the introduction o f ‘user friendly’ 
approaches signalled the change of more punitive measures and the 
introduction of a public health paradigm. The threat of HIV and AIDs 
induced the changes in policy and highlighted the needs of the drug 
injecting community. However, contrasting paradigms and conflicts 
with those whose attitudes do not reflect new policies has had an 
impact on those working within the field. Inter-agency conflict, 
frustration and bum out have been encountered along with an increased 
work-load. Benefits are seen in terms of variety of case-load, skills and 
opportunities to work with different models and techniques.
It seems that policy now should aim to reflect the need for increased 
resources and attitudinal change among those who still advocate a 
punitive approach or who attribute negative stereotypes to clients and 
those working to help them.
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SECTION THREE: Clinical Audit
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M E M O R A N D U M
From: Catherine Dooley
To: Elizabeth Scott-Gliba
Course 20
August 1993
Clinical Requirements for third year of training
As discussed 10 older Adults
4 Neuropsychological Assessments
07
ACCOUNT OF CONTINUING PROFESSIONAL 
DEVELOPMENT DURING THIRD YEAR OF TRAINING
Teaching/Skills transmission/Presentations
• Talk given to group of local Worthing GPs on types and effects of 
illegal drugs. Information on Methadone cut-down programmes and 
suggested support during cut-down. Talk well received and 
communication has continued with several GPs who are prescribing to 
less problematic Options clients.
•  Presented at Department of Psychology Meeting results of research 
project conducted with Christine Daniel (Psycho-dynamic 
Psychotherapist) and Tony Kearns (Clinical Nurse Specialist) on 
identifying service needs of adult survivors of sexual abuse.
• Advice given to the general public attending a Littlehampton GP 
practice during European Drug Prevention week. Information given on 
types and effects of drugs and services available.
• Took part in training programme for the Northbrook College 
counsellors course. Lectured on Family Issues in Drug and Alcohol 
use.
Meetings/Visits/Observations
• Weekly attendance at Community Drug Team business and referral 
meetings.
• Weekly attendance at Community Alcohol team business and referral 
meetings.
• Attended quarterly meeting of WESDAAC (West Sussex Drug and 
Alcohol Advisory Committee).
• Attended meetings of WAGOSM (Worthing Advisory group on 
Substance Misuse.
• Attended meetings of Specialist Interest group on Substance Misuse 
held at University of Surrey.
• Attended weekly peer group supervision and have presented clinical 
work for advice and support.
• Monthly attendance at Department of Psychology meetings.
• Observed assessment conducted by social worker with Littlehampton 
Community Mental Health team followed by joint work to offer best 
support to client with mental health and alcohol problems.
• Attended Worthing Substance Misuse stakeholder review day. Follow 
up to stakeholder day attended during second year specialist placement.
• Attended Social Services case conference for an as yet unborn child of a 
young man, addicted to amphetamines and heroin. The client’s two 
children were already placed in care. Support was offered to move the 
client towards the goal of reuniting his family.
• Visit to the Greenacres Day Hospital to meet with staff running a 
women’s group. The intention of the meeting was to share information 
and receive advice before setting up a group for women with addiction 
problems.
• Attended Health and Safety and Fire procedure presentations held by 
the Worthing Priority Health Care Trust.
99
• Joint visit with Social Worker from Community Drug project in order 
to assess the drug use of a female client who was seeking to remove her 
children from the Social Services ‘at risk’ register.
• Attended a Social Services core group meeting to offer support for a 38 
year old female client with a son diagnosed as having Fetal Alcohol 
Syndrome. The child had been placed on the ‘at risk’ register by Social 
Services following a suicide attempt by the client. The category of the 
register was neglect.
• Met with Clinical Psychologist from the Community Alcohol team in 
Brighton to exchange information about services and offer peer 
support.
• Observed Head of Neuropsychology speciality perform 
neuropsychological assessment upon a young adult male who received a 
head injury after falling from his push bike.
• Observed Head of Neuropsychology speciality perform 
neuropsychological assessment upon a woman who became depressed 
after carbon monoxide poisoning from a faulty gas appliance.
• Met with senior Social Worker from Worthing Social Services 
department to discuss a mutual client and plan an appropriate 
intervention to help her with child care issues and her tendency to use 
alcohol as a coping strategy for stress.
• Attended one weekly meeting of the Chichester Community Alcohol 
team (CATCH).
i nn
• Met with Chartered Clinical Psychologist working with Community 
Alcohol Team for Chichester (CATCH). Discussed differences in the 
services and the role of psychologists within community alcohol teams.
• Requested to attend a Coroner’s Inquest to share information regarding 
a client who died having taken an overdose of drugs.
• Attended social services case conference regarding a chaotic methadone 
using female client.
• Met with manager of local residential home for adults with learning 
difficulties to discuss strategies for dealing with a resident with alcohol 
problems.
• Met with staff of a residential care home for the elderly to discuss a 
resident who was drinking secretly and causing disruption for other 
residents.
• Took part in Options Community Drug and Alcohol team Away Day.
Organisational Work
• Took part in the strategy planning meeting for the Community Alcohol 
Team. At that time the team was planning expansion and examining its 
role having joined the Community Drug team.
• Formed part of the Community Drug team policy planning working 
group. In order to review, update and advise on working policies on 
clinical practice, health and safety, follow up etc.
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Once weekly was responsible for two hours o f ‘duty time' for the drug 
team. A time during which people interested in altering their drug 
taking behaviour could drop-in and receive information and advice 
about the service.
Once every six months co-facilitated the Options open day at which 
professionals or other interested people can attend Options and receive 
information about drugs and alcohol or about the service itself.
Offered clinical supervision and support to volunteer alcohol 
counsellors working for the Sussex Alcohol Advice Service (SAAS).
Courses and Training Events Attended
• Attended a half-day workshop on Control and Restraint techniques 
arranged by the Worthing Priority Health Care Trust.
Obsessional/compulsive disorder 
Eating Disorders
• Health Psychology and Chronic 
Pain
Couples Therapy
• Working with Adult Survivors
of Childhood Sexual Abuse
• How to become a Change Agent 
within your organisation Part I/II
•  A Directory of Statistical tests and 
procedures
Dr. Padmal da Silva 
Institute of Psychiatry
Nihara Krause 
University of Surrey
Dr. Sandra Horn 
University of Southampton
Joanna Rosenthal 
Senior Marital 
Psychotherapist, Tavistock
Linda Kilduff
Bernard Brookes 
R.E.C. Springfield
Chris Fife-Shaw 
University of Surrey
102
• Seminar on drinkers in crisis Alcohol Council of 
East Sussex
Alcohol in primary health care 
settings
How to set up and run stop 
smoking groups
Alistair Sutherland 
Acorn Alcohol Team 
Frimley
Sandra Green
Health Promotion Priority
Health Care Trust
Brief Solution Focused Therapy
Regional HIV Counsellors Forum 
Two day residential workshop 
“Its a Family Affair”
Chris Iveson
Marlborough Family Centre
David Wilmott 
Institute of Family Therapy
Afternoon Seminar on de-constructing May Boyle 
hypothetical constructs and coping University of East London 
with the doubt
Summary of Clinical Activity with Families, Couples and Groups
Groups
• Co-facilitated women’s group run for eight weeks looking at issues for 
female adult survivors of sexual abuse.
• Regular input into Relapse Prevention Group run by Ross Hafifenden 
(Clinical Nurse Specialist). Modules presented on Anxiety, Problem 
Solving and Lifestyle balance.
• Co-facilitated Relapse Prevention group for ex-users resident in a hostel 
run by the Sussex Association for the rehabilitation of offenders 
(SARO).
• Was lead facilitator in a six week Anxiety Management Programme for 
clients whose drug and alcohol abuse formed a coping strategy for 
anxiety.
Couples
• Worked with young couple with two young children. Both parents 
were addicted to heroin and reducing on a methadone programme. 
Cut-down completed after good progress. Couple attained council 
transfer back to the north of England to be near support of their family.
• Worked with older couple in which the man had alcohol problems. 
Conducted couple counselling to allow negotiation of acceptable and 
unacceptable behaviour. Three sessions allowed for negotiation around 
alcohol issues prior to referral on to Relate.
• Worked with young couple in which female wanted to end her heroin 
addiction in preparation for attending University. Male partner was less 
keen to reduce addictive behaviour. Female remained at Options on 
methadone reduction programme. Male left therapy.
Families
• Took role of observer in Family Therapy assessment and intervention. 
Family assessed had mother with alcohol problems following sexual 
abuse of daughter by family friend. Intervention included in-patient 
detoxification for mother plus continued family counselling.
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• Took role of observer in Family Therapy assessment and intervention. 
Family involved was a married couple with two teenage children who 
had suggested that their parents sought help for their alcohol use.
Psychometric Assessments
• Performed a Wechsler Adult Intelligence Scale on woman of 67 years. 
Test requested by Manager of the Community Alcohol Team to 
reassure client that she was able to attend and benefit from the Relapse 
Prevention Programme.
• Following supervision from the Head of Neuropsychology speciality 
performed a Wechsler Adult Intelligence Scale and a Nelson Adult 
Reading Test on a male client who had sustained a head injury aged 16 
years and as an adult developed an alcohol addiction.
• Performed a Wechsler Adult Intelligence Scale and a Nelson Adult 
Reading Test on a young adult male at the request of the Community 
Alcohol team. Test was requested in order to identify whether 
intellectual functioning had been impaired by persistent alcohol abuse.
• Performed a Wechsler Adult Intelligence Scale and a Nelson Adult 
reading test on a young man with alcohol problems as part of an 
assessment of his needs regarding detoxification and rehabilitation.
• Was requested to conduct psychometric assessment on a 48 year old 
male who sustained a head injury during a road traffic accident. After 
meeting with the client it became apparent his motivation for being
inq
tested was to begin a compensation claim from his employers. I 
discussed his case with the Head of Neuropsychology before referring 
on.
• Performed a Wechsler Adult Intelligence Scale and a Nelson Adult 
Reading test on young adult male who was wanting to return to 
employment and was concerned that alcohol abuse had damaged his 
cognitive abilities.
• Performed Wechsler Adult Intelligence Scale and Nelson Adult Reading 
Test on a young man who had been labelled ‘special needs’ during his 
school life. The client’s keyworker felt that this label was stigmatising 
and possibly incorrect.
Research
• Worked with Christine Daniel (Psychodynamic Psychotherapist) and 
Tony Kearns (Clinical Nurse Specialist) on a project identifying service 
needs of adult survivors of sexual abuse.
• Facilitated and assessed Anxiety Management Group run at Options 
Community Drug and Alcohol project.
• Support given to project worker at Options who was working on 
research project involving the sources of drug information used by 
young adults of between 14-17 years old.
Summary of clinical activity with individual clients
During my third year of training I have had contact with 34 drug clients (14 
women and 20 men). I have dealt with a range of addiction problems 
including heroin, methadone, amphetamine, cannabis and other illegal drug 
addictions. In addition I have had contact with those individuals addicted 
to prescribed drugs such as DF118s, benzodiazepines etc.
My case-load has also included 41 alcohol clients (19 women and 22 men).
I have arranged individual’s detoxification and rehabilitation programmes 
and supported clients to obtain goals of controlled drinking or abstinence.
I have also worked with twelve clients over the age of 65 years, mainly 
with alcohol problems but including tranquilliser addictions.
I have also encountered a wide range of psychological issues affecting the 
addictive behaviour of my clients. These issues include depression, anxiety, 
post traumatic stress disorder, eating disorders and those who have 
survived physical, emotional and sexual abuse during childhood.
I have also done joint work with several of my colleagues, both running 
groups and with individual clients.
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THE BRITISH PSYCHOLOGICAL SOCIETY 
MEMBERSHIP AND QUALIFICATION BOARD 
COMMITTEE FOR THE SCRUTINY OF INDIVIDUAL CLINICAL 
QUALIFICATIONS EVALUATION OF CLINICAL COMPETENCE
ASSESSMENT FORM
Trainee’s name Elizabeth Scott-Gliba
Supervisor’s name Michael George
Description of placement 3rd year Clinical Supervision 
Dates of placement October 1993 - October 1994
To be completed by the supervisor/s about the trainees clinical experience 
and returned to the Co-ordinator of Training at the end of the period of 
experience being assessed. In each section supervisors are asked to 
comment on the trainee’s performance during the placement using the 
headings as a guide. These headings are illustrations of the topics to be 
covered and other issues may also be important in some settings. Please 
give detailed feedback, providing a rounded view of the trainee’s strengths 
and weaknesses. In addition, supervisors are asked to give a rating as a 
recommendation on whether the various aspects of the placement have 
been passed, and whether the placement as a whole has been passed.
GENERAL COMMENTS To be completed last. Continue on separate
sheet if necessary)
Supervisor’s overall evaluation ORDERLINE/FALL
General comments by the supervisor (Specify any outstanding assets and 
any particular problems or limitations. Also, mention any special aspect of 
this placement which is relevant to the trainee’s functioning and 
competence):
Elizabeth has developed a high level o f competence in working in the field  
o f substance misuse. As well as extensive case management, her input has 
involved group work, neuropsychological assessment, supervision and 
development o f her PSYCH.D. research/clinical portfolio.
Trainee’s comments on the accuracy of the feedback
Supervisor Trainee Date
Section A: Work with individual adults and children and couples
RELATIONSHIP FACTORS (ability to establish patients’ trust and 
confidence, sensitivity to patient’s communication, awareness of 
termination issues where relevant):
Good
FORMULATION OF PROBLEMS (ability to use theoretical ideas to 
understand problems and to use theory in developing an action plan; ability 
to reformulate problems in the fight of new information):
Good
CARRYING OUT PROCEDURES (interviewing skills, selection and 
accurate administration of assessment procedures, including psychometric 
assessment, interpretation and use of results, ability to carry out treatment 
approaches):
Good
MONITORING EFFECTIVENESS (describing what has been achieved, 
including choice of appropriate measures and interpretation of results):
Good
REPORTS (written and oral communication and reports are clear and 
comprehensive, aims and nature of treatment clearly expressed, adequate 
and careful assessment of outcome, timeliness):
Good
OTHER
Section A rating: (PASS/b ORDERLINE/FAIL/NOT APPLICABLE
Section B: Work with Families
RELATIONSHIP FACTORS (ability to establish trust and confidence, 
sensitivity to communication from all family members, awareness of 
termination issues):
excellent - a special aptitude for systemic issues within family groups
FORMULATION OF PROBLEMS (ability to use theoretical ideas to 
understand problems and to use theory in developing an action plan; ability 
to reformulate problems in the light of new information):
Good
CARRYING OUT PROCEDURES:
MONITORING EFFECTIVENESS (describing what has been achieved, 
including choice of appropriate measures and interpretation of results):
REPORTS (communication and reports are clear and comprehensive, aims 
and nature of treatment clearly expressed, adequate and careful assessment 
of outcome, timeliness):
Section B rating: ORDERLINE/FAIL/NOT APPLICABLE
Good
Good
OTHER
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Section C: Work with Groups
RELATIONSHIP FACTORS (ability to establish trust and confidence, 
sensitivity to communication form all group members, awareness of 
termination issues):
Good - some especially effective work with anger issues in groups - also 
anxiety management groups and womens groups
FORMULATION OF PROBLEMS (ability to use theoretical ideas to 
understand problems and to use theory in developing an action plan; ability 
to reformulate problems in the light of new information):
MONITORING EFFECTIVENESS (describing what has been achieved, 
including choice of appropriate measures and interpretation of results):
REPORTS (written and oral communication and reports are clear and 
comprehensive, aims and nature of treatment clearly expressed, adequate 
and careful assessment of outcome, timeliness):
Section C Rating: ORDERLINE/FAIL/NOT APPLICABLE
Good
Good
N/A
OTHER:
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Section D: Work with direct care staff
RELATIONSHIP FACTORS (ability to establish staff members trust and 
confidence, sensitivity to staff communications, awareness of termination 
issues where relevant):
FORMULATION OF PROBLEMS (ability to use theoretical ideas to 
understand problems and to use theory in developing an action plan; ability 
to reformulate problems in the light of new information):
ENABLING STAFF TO CARRY OUT PROCEDURES (giving 
appropriate advice or instruction, handling difficulties as they arise, 
maintaining focus on goals, flexibility and perseverance):
MONITORING EFFECTIVENESS (describing what has been achieved, 
including choice of appropriate measures and interpretation of results):
REPORTS (written and oral communication and reports are clear and 
comprehensive, aims and nature of treatment clearly expressed, adequate 
and careful assessment of outcome, timeliness):
OTHER:
Section D rating: PASS/BORDERLINE/FAIL OT APPLICABLE
Section E: Teaching
PLANNING AND PREPARATION (understands aims of teaching and can 
relate content and method of presentation to aims, can anticipate the needs 
of other staff in terms of appropriate content, degree of detail etc):
Adequate
PRESENTATION (formal and informal teaching, transmission of skills, 
presents material clearly, avoids technical jargon and excessive detail, 
adapts material appropriately to questions and feedback:
Adequate
MONITORING EFFECTIVENESS (describing what has been achieved, 
including choice of appropriate measures and interpretation of results):
Adequate
OTHER Limited opportunity to assess
Section E rating:(PASS^BORDERLINE/FAIL/NOT APPLICABLE
Section F: ORGANISATION WORK/STAFF TEAM WORK
KNOWLEDGE OF ORGANISATION (understands the organisation of 
the clinical unit, including points of decision making, formal and informal 
channels of communication, role and function of key staff and committees):
Very good
ACTIVITY WITHIN ORGANISATION (able to take effective action 
within organisational framework of unit, involvement in co-ordinated 
activities in relations to patients and problems, able to tolerate frustrations 
when not able to secure staff agreement):
Very good
CONTRIBUTIONS TO WARD-BASED OR STAFF TEAM 
ACTIVITIES (ease of relating with colleagues in other disciplines, 
contribution to multidisciplinary meeting, case conferences):
Very good
Section F rating: ORDERLINE/FAIL/NOT APPLICABLE
OTHER
Section G: Research Activity
IDENTIFICATION AND EVALUATION OF RELEVANT 
LITERATURE (able to identify appropriate topics for reading and to make 
use of the available literature, has knowledge of the literature relevant to 
issues in the placement, able to appraise the literature critically, able to 
relate issues in the literature to issues in clinical practice):
Elizabeth has thrown herself into her PSYCH.D work with enthusiasm and 
commitment
FORMULATION AND DESIGN: IDENTIFICATION OF PROBLEM 
(can make a clear statement of the problem in a form which is capable of 
answer, can design investigation in a manner which is realistic and capable 
of providing answers to the questions posed):
Good
DATA COLLECTION AND ANALYSIS (can plan and organise data 
collection, and analyse data appropriately):
Good
INTERPRETATION OF RESULTS (can interpret results and draw 
appropriate conclusions):
Good
USE OF RESEARCH ACTIVITY (contribution to the service, how has 
the work helped? what use has been made of it)?:
Good - some useful work on anger and women in violent relationships 
OTHER
Section G rating: (PASS^ORDERLINE/FAIL/NOT APPLICABLE
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Section H: Professional Behaviour
RELIABILITY:
a responsible professional who takes seriously the roles of counsellor and 
colleague.
INTEREST AND ENTHUSIASM:
Elizabeth is always keen to develop new interests, master new skills and 
contribute to the multi-disciplinary function o f the team
ORGANISING WORKLOAD AND MANAGING PRIORITIES (can 
handle a reasonable workload, takes responsibility for this):
Yes
DEGREE OF INDEPENDENCE APPROPRIATE TO STAGE OF 
LEARNING (ability to carry out work after general discussion, ability to 
take responsibility and recognise when further consultation is necessary):
I  think Elizabeth works at a level somewhat above that expected o f a newly 
qualified psychologist
AWARENESS OF ETHICAL ISSUES: 
Appropriate
USE OF SUPERVISION (response to feedback and constructive criticism, 
ability to offer ideas and constructive criticism).
Elizabeth has initially been somewhat supervision-shy - she is her own 
sternest critic. In time this will ameliorate as she develops greater 
confidence in her undoubted therapeutic and professional abilities
Section H rating: (PASS^ORDERLINE/FAIL/NOT APPLICABLE
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Telephone: 0116 254 9568 
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E-mail: bpsl @ le.ac.uk 
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LEICESTER 
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The British Psychological Society
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Dear Ms Scott-GIiba
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Evaluation of Clinical Competence form submitted in relation to your third year of training in 
clinical psychology.
The Committee agreed that, following the successful completion of a two-year clinical psychology 
training course, you had satisfactorily completed a further period of 12 months’ supervised 
practice. You are, therefore, now eligible to register as a Chartered Clinical Psychologist.
Should you wish to register as a Chartered Psychologist it will be necessary for you to apply 
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supervised practice.
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SECTION FOUR: Research Audit
EVALUATION OF AN ANXIETY 
MANAGEMENT GROUP
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1 INTRODUCTION
This writes up aims to evaluate an Anxiety Management group run 
by the Options Community Drug and Alcohol project. The group 
comprised of six sessions which ran between June and July 1994.
1.1 Reason for setting up the group
Options originally started the group in response to a large number 
of referrals that outline difficulties in the area of anxiety and stress 
underlying clients tendencies to abuse alcohol and substances.
It is cost effective to run a group and benefits for the members 
include the opportunity for a group of people with a common 
problem to meet and use peer learning, group pressure, support 
within the group, social aspects of a group and interpersonal 
interaction to effect a change in their abilities to cope with their 
difficulties (Douglas 1976).
1.2 Anxiety States
The anxiety that clients tend to present with is often described as 
‘free-floating’ in that it is not associated with specific external states
and differs from phobia because it lacks the characteristic avoidance
behaviours. However, Beck (1976) challenges this notion 
commenting that the anxiety is viewed as free-floating by the
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observer and not the client. Beck instead suggests that the 
misperceptions of the client often include beliefs and fears that 
constitute very real situations of danger in their everyday life, and 
that it is this ‘danger’ that they respond to. Beck has developed 
cognitive behavioural strategies that can help clients to identify, 
evaluate, and modify their misperceptions of danger and alter the 
behaviours that maintain these misperceptions.
Research tends to support the existence of two distinct types of 
anxiety. The first type of anxiety is characterised by unexpected 
panic attacks that can occur in any situation. The symptoms 
described include breathlessness, palpitations, chest pain, choking, 
dizziness, tingling in the hands and feet, hot and cold flushes, 
sweating, faintness, trembling, and feelings of unreality. It is the 
intense and physical nature of these symptoms that lead the clients 
to misperceive that they are in physical danger of fainting or having 
a heart attack. Perhaps not surprisingly the general anxiety level of 
most clients remains slightly raised since they are anticipating the 
next attack (Barlow et al 1986, Clark et al 1988).
The second type of anxiety involves a pervasive and excessive 
anxiety about a variety of life circumstances. Physical symptoms 
experienced by clients include muscle tension, twitching and 
shaking, restlessness, easy fatiguability, breathlessness, palpitations, 
sweating, dry mouth, dizziness, nausea, diarrhoea, flushes or chills.
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frequent urination, difficulty swallowing, feeling on edge, difficulty 
concentrating, insomnia, and irritability. The misperceptions 
associated with this type of anxiety include performance fears, fears 
of not coping, fearing negative evaluation from others and diffuse 
somatic concerns.
The types of anxiety described above are included in the DSMIIIR 
(APA 1987) under the headings Panic Disorder and Generalised 
Anxiety Disorder. However, they do not occur in isolation and 
many clients exhibit characteristics of both types.
Prevalence
Lader and Marks (1971) reported that 8% of all psychiatric out­
patients suffered symptoms of anxiety. In the general population it 
has been suggested that a one-year prevalence rate of panic disorder 
is in the range of 0.5-3% and generalised anxiety disorder yields a 
range of 3-6%. Boyd (1986) suggests that the most frequent users 
of out-patient mental health services include those suffering anxiety 
states.
The most common age of onset is mid-twenties (Rapee 1985). In 
general onset tends to be sudden and around the time when other 
stressful life-events may be happening to the individual.
1.4 Definition of the problem in cognitive terms
Beck (1976) suggests that in situations of anxiety the individual 
overemphasises the danger involved. Such overemphasis will call 
into action the individual’s ‘anxiety programme’ : a set of instinctual 
responses that would have protected primitive man from the 
dangers of his environment. These responses include:
a) A change in autonomic arousal in order to prepare the body for
fight, flight or fainting.
b) Inhibition of ongoing behaviour.
c) Scanning to the environment for sources of danger.
Originally these responses would have protected primitive man well 
in a hazardous environment. In this way it can be seen that anxiety 
is a useful response in situation of real danger. It is only when the 
same set of anxiety responses are invoked in inappropriate 
situations that problems occur. The occurrence of a panic attack in 
response to an inappropriate stimuli may be interpreted by the 
individual as an indication of further threat or danger and thus the 
anxiety reaction is exacerbated. In order to cope with this tendency 
to interpret the physical symptoms as evidence of further threat
cognitive therapy attempts to deal with the individual’s fears about 
the symptoms, behaviours and congnitions associated with the 
anxiety.
Within the cognitive model of anxiety two levels of disturbed 
thinking are identified.
a) Negative Automatic thoughts: thoughts related to specific fears 
that the individual holds about a situation in which they are anxious.
b) Dysfunctional Assumptions: beliefs that the individual may hold 
about the world that will lead him to interpret events in a negative 
or dysfunctional way.
These disturbed thoughts are thought to have originated in early 
learning experiences and may not be consciously recognisable to the 
individual. These disturbed thoughts contribute to the development 
of anxiety states in the following way.
1.4.1 Generalized Anxiety
Beck, Emery and Greenberg (1985) suggest that an individual’s 
beliefs about themselves and the world will make them more likely 
to interpret any number of situations in a threatening manner. The 
assumptions most likely to exist in situations of anxiety are those
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related to acceptance, competence, responsibility, control and 
response to symptoms of anxiety. Such assumptions may include:
“I always have to please others”, “There are only winners and losers 
in life”, “I am mainly responsible for others’ enjoyment when they 
are with me”, “I have to be in control all the time”.
Once armed with these beliefs the individual will respond with 
generalized anxiety on interpretation of any situation perceived as 
threatening to those beliefs. Many individuals may not avoid 
directly but will subtly alter their behaviour in a way that will 
reinforce their dysfunctional thinking. For example, someone who 
has anxiety about social situations may still attend but may not join 
in conversation; after a while people’s responses to them may 
confirm that they are not very interesting.
1.4.2 Panic
Clark (1986a, 1988) suggests that individuals that experience panic 
attacks do so because of a tendency to interpret their physical 
symptoms in a catastrophic fashion.
Trigger stimulus 
(Internal or external)
Perceived threat
Interpretations of 
sensations as 
catastrophic
Apprehension
Body
sensations
Fig. 1. The sequence of events in panic attacks (Clark, 1986a).
The trigger stimuli can be varied. A situation in which an individual 
has previously suffered a panic attack may be sufficient stimuli but it 
is more likely that thoughts, images or bodily sensations are 
perceived as a threat and a further panic attack occurs. In addition 
the individual having experienced bodily symptoms in a catastrophic 
fashion may become more likely to be hypervigilent and shift their 
attention internally to pick-up any sensations that could be 
interpreted as a sign of a further malady. Salkovskis, (1988b) 
describes a tendency to avoid certain activities associated with the 
symptoms, ie an avoidance of exercise in case a heart attack is 
brought on. When this avoidance occurs the individual never 
experiences their symptoms as harmless and takes this reduction in 
symptoms as further evidence that the avoidance maintains their 
health.
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Therefore any attempt at reducing the individual’s catastrophic 
interpretations must involve identification of the triggers and 
antecedents of the attacks.
The Link Between Anxiety and Addictive Behaviours
Many people take some form of action to cope with anxiety. They 
may avoid a particular situation, or develop a strategy or specific 
course of action to deal with the anxiety. People with an addiction 
problem often use their addictive behaviour as their way or strategy 
for coping with anxiety. The addictive behaviour brings them short­
term and immediate relief (the quick-fix) from the discomfort or 
distress they may experience (a pull on a cigarette).
Individuals who are anxious, timid or who feel socially inadequate 
are more likely to experience an alleviation of such feelings after 
indulging their addiction of choice. The relief from feelings of 
anxiety is inherently rewarding, so that the behaviour is more likely 
to be repeated. A tense, anxious individual may hit the “quick fix” 
and, after finding such response works, may then not learn more 
adaptive ways of coping. When next feeling anxious the individual 
is more likely to use what they experience works for them fast - for 
example, reaching for the tranquillisers. The rapid relief is what is 
recalled rather than the longer-term unwanted effects.
The second link between anxiety and addiction is the compounding 
effect of withdrawal symptoms with anxiety. The physiological 
withdrawal symptoms from some substances, such as minor 
tranquillisers, are anxiety producing. Added to this is the anxiety 
caused by worries and concerns about controlling the addiction. 
The heightened level of anxiety that a client is likely to experience 
because of these factors is likely to enhance the probability of a 
relapse and create a vicious cycle.
The vicious cycle of anxiety, withdrawal effects and use of 
chemicals is one that many clients find themselves in and are unable 
to climb out of. The therapist needs to communicate to the client 
that there are different ways of dealing or coping with their anxiety 
and ways of breaking the cycle that they find themselves in.
Previous Evaluations of Cognitive Behavioural Anxiety 
Management in Group Settings
The subjects attending the groups were those who described their 
substance misuse as a method of ‘self-medicating’ against the 
effects of anxiety. Subjects tended to see that first and foremost 
they had difficulties with anxiety and that there substance misuse 
occurred as a direct result of these difficulties with anxiety and that 
their substance misuse occurred as a direct result of these 
difficulties. Apart from the addiction of one section specifically
dealing with the impact of drugs and alcohol on anxiety the content 
of the programme was similar to those applied in a general adult 
mental health setting.
Ormond (1995) evaluated the short and long-term effectiveness of 
group anxiety management training. The programme used ran 
along cognitive-behavioural lines and follow-up assessment 
indicated a significant effect on levels of anxiety. Of interest were 
Ormond’s findings that “meeting people with similar problems” and 
“learning about anxiety” were rated by participants as the two most 
important therapeutic ingredients.
Child-Clarke et al (1989) also evaluated an anxiety management 
programme. The programme included cognitive therapy, 
progressive muscular relaxation and education about anxiety. 
Childs-Clarke et al reported a significant improvement in the 
participants levels of anxiety. Their statistical data was also 
supported by the subjective reports of the participants of the 
programme.
Powell (1987) asked participants of a six week cognitively based 
anxiety management training programme to rate different elements 
contained in the package in terms of usefulness. Powell reported 
that the participants rated “information about anxiety and stress” 
and the experience in a group and meeting others with similar
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problems the most useful parts of the programme. Powell found 
that although statistically the participants anxiety had reduced the 
changes were small in comparison to other studies. Powell 
concluded that the experience of being in a group ie: learning that 
the symptoms previously thought to be suffered in isolation are 
shared by others was therapeutic in itself and formed an important 
part of the overall anxiety management package.
Eayrs et al (1984) were among the first to evaluate the effectiveness 
of using anxiety management techniques in a group format. Their 
study made particular reference to the change in focus from 
administering individual treatment techniques to teaching coping 
skills for the management of anxiety.
METHOD
Assessment
Referrals were collected from the Options drug and alcohol team 
meetings and following confirmation of initial suitability from the 
referral letter and interview was given by the Clinical Psychologist 
on the Options drug/alcohol team and the Clinical Nurse Specialist 
on the Options drug team.
Clients were also asked to fill out a Beck Depression Inventory 
(BD1) - a 21 item self-report questionnaire asking individuals to 
respond to a number of statements relating to physical, 
psychological symptoms of depression and suicidal ideation. In 
addition clients also completed a Beck Anxiety Inventory (BAI) - a 
21 item self-report questionnaire that requires the respondent to 
indicate how much they have been bothered that day by different 
physical and psychological aspects of anxiety. (See Appendix 1).
3 PROCEDURE
The group met once weekly for six weeks. The group facilitators 
consisted of a Clinical Psychologist from Options drug/alcohol team 
and a Clinical Nurse Specialist from the Options drug team.. The 
group was held at the Options building in Worthing.
3.1 Sample Group
There were nine clients originally assessed. One client was 
considered unsuitable for the group since he could not confirm that 
he could attend the groups alcohol and drug free. The age range of 
the remaining eight clients was 32 - 59 years (mean age 47 years).
3.2 Weekly Content of Group
3.2.1 Week one
1. Introductions (warm up game, introducing next door neighbour 
etc.)
2. Weekly topic - Overview of psychological model of anxiety
(symptoms, biological basis, uses, when it becomes a 
problem, individual trigger systems).
3. Coffee/tea break (chance to discuss topic).
4. How to self-monitor (anxiety rating scales, diary keeping).
5. Relaxation (each week a different relaxation method was tried these 
were mostly already on tape but on one occasion the Clinical 
Psychologist supervised a stretching and relaxation session based on 
stretches required for dancing and physical exertion).
3.2.2 Week two
1. Introductions.
2. Review of last week’s topic (wall charts and diagrams were put up
around the room as each week progressed).
3. Weekly topic - Anxiety and Behaviour
(Autonomic Nervous System, heart rate changes, 
escape and exposure patterns).
4. Review of diary keeping (one member of the group discussed their
diary while others commented how the individual’s reactions were 
similar or dissimilar to their own).
5. Coffee/Tea break.
6. Setting Targets (using the individual member’s diaries to identify
one activity that they can practice carrying out, at least once a day. 
The members had to specify how many times they would practice it, 
who with, where etc).
7. Relaxation.
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3.2.3 Week three
1. Introductions (after week two this became a short session in which 
people updated each other on personal information).
2. Review of last weeks topic.
3. Review of homework (time for each individual to feedback to the
group as a whole how they had done on maintaining their targets, 
and to receive praise and/or encouragement from the other 
members).
4. Weekly topic - Negative thoughts
(what they might be, how they affect us, how 
to deal with them (challenge/replace).
5. Coffee/Tea break.
6. Discussion of diaries and activities during the week.
7. Relaxation.
3.2.4 Week four
1. Introductions.
1
2. Review of last weeks topic.
3. Weekly topic - Alcohol, Tranquillisers and substance misuse.
(effects of alcohol and tranquillisers on the 
body, the effects upon reactions in trigger situations, 
sensible limits, how to reduce dependence).
4. Coffee/tea break.
5. Review of homework.
6. Relaxation.
3.2.5 Week five
1. Introductions.
2. Review of last weeks topic.
3. Weekly topic - worry
(What is worry, why do we worry, how to deal 
with it - constructive worry/problem solving/ 
thought stopping).
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4. Coffee/tea break.
5. Review of homework.
6. Relaxation.
3.2.6 Week six
1. Introductions.
2. Review of last weeks topic.
3. Weekly topic - Insomnia
(Why we may not be able to sleep, how to deal with 
insomnia).
4. Coffee/tea break.
5. Dealing with the end of the group (review of techniques discussed 
in sessions 1-5, social aspect of ending group, fixed date for follow- 
up, completion ofBDI and BAI).
6. Relaxation.
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3.3 Evaluation
In addition to completing the BDI and BAI before starting the 
group and ending the group, a six week follow-up session was 
planned during which the members were asked to complete a third 
BDI and BAI. The group was also asked to give their subjective 
comments on what they had found helpful or unhelpful about the 
group. Six members of the group attended the follow-up and there 
comments were recorded.
4. RESULTS
4.1 Analysis of Beck Anxiety Inventory and Beck Depression
Inventory
Scores on first, second and last assessment are shown on tables 1, 2 
and 3.
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Table 1 First assessment
Subject BAI score BDI score
1 19 29
2 23 18
3 32 15
4 25 28
5 31 20
6 32 15
7 17 10
8 20 8
Total 199 143
Mean (24.8) (17.9)
Table 2 Second assessment
Subject BAI score BDI score
1 11 27
2 19 19
3 15 12
4 19 19
5 22 15
6 18 12
7 32 9
8 13 11
Total 149 124
Mean (18.6) (15.5)
Table 3 Last assessment
Subject BAI score BDI score
2 5 1
3 6 6
4 13 23
5 13 10
6 9 12
7 31 17
Total 77 69
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4.1.1 Beck Anxiety Inventory
A Wilcoxon signed ranks test comparing the first BAI assessment 
with the second BAI assessment yielded T = 7, indicating there was 
no significant difference between the anxiety reported by the group 
before session one and immediately following session 6 of the 
Anxiety Management Group.
A further Wilcoxon signed ranks test comparing the first BAI 
assessment with the follow-up assessment yielded T = 2, indicating 
that there was no significant difference between the anxiety reported 
by the group before session one or at the follow-up session six 
weeks later.
4.1.2 Beck Depression Inventory
A Wilcoxon signed ranks test comparing the first BDI assessment 
with the second BDI assessment yielded T = 6,5 indicating that 
there was no significant difference between the level of depression 
reported by the group before session one and immediately following 
session 6 of the Anxiety Management Group.
A Wilcoxon signed ranks test comparing the first BDI assessment 
with the follow-up assessment yielded T = 3, also suggesting that 
there was no significant difference between the level of depression
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reported by the group before session one and the follow-up session 
six weeks later.
5 DISCUSSION
5.1 Follow up Group Feedback
All six members that attended the follow-up group reported that
they had found the group very useful and had continued to attempt 
to tackle their anxiety difficulties using techniques they had learnt 
during the sessions. Several clients had taken recordings of the 
relaxation tapes and reported that they continued to practice the 
relaxation. The clients suggested that handouts covering the areas 
discussed in more detail would be useful and two members also 
requested a reading list of related literature.
5.2 Limitations and suggestions for further study
In general the group was run very successfully. The room where 
the clients met was always the same, the attendance was good and 
the individual members got on well. However, there were some 
limitations which included:
5.2.1. The use of just two measures, the BDI and BAI, meant that the 
objective evaluation of the group was quite limited. It may be
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useful in future groups to increase the range of instruments of 
measure used. It may also be the case that the BDI and BA1 were 
not sensitive enough to measure the positive changes in levels of 
anxiety that the groups subjective comments indicated. In other 
evaluations a selection of different measures were combined, for 
example, Eayrs et al (1984) used a structured interview, a self-rated 
follow-up assessment measure, an independent observer 
questionnaire (to be filled in by a significant other), Speilberger 
state-trait anxiety inventory, symptom checklist and a visual 
analogue scale thus giving a very thorough assessment and plenty of 
scope in observing post-group differences.
5.2.2. It was also a limitation that the subjective comments of the group 
were not collected after the last group and at follow-up. The 
comments of those who did not attend the follow-up would have 
been useful. There may have been possible improvements to the 
group that could have been included had their comments been 
collected. In another group it may be plausible to have a more 
standard method of collecting subjective comments, which could 
include anonymity if this was felt to be useful.
5.2.3. It was also pointed out by the members of the group that handouts 
containing details of the sessions would have been helpful. This 
could be accomplished in the preparation of future groups along 
with audio tapes of the relaxation sessions for members to borrow
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throughout the sessions. A handbook outlining the sessions and 
giving details of further reading on the subject may also prove 
useful to help consolidate the topics and areas discussed.
5.2.4. The statistical analysis of the objective data did not yield significant 
results. It may be that the statistical test applied was not the most 
effective one and that a different or more sensitive test may have 
proved more appropriate.
5.2.5 It may also be the case that the subjects continued to feel anxious 
and behave accordingly but that what had changed were their 
feelings of not being alone in doing this. As Ormond (1995), Eayrs 
(1984) and Powell (1987) point out the group itself forms part of 
the treatment. The subjective ratings of their groups highlighted 
“meeting people with similar problems” as among the most useful 
aspects of the programme, this needn’t imply that anxious feelings 
or behaviour are changed but could indicate the impact that feelings 
of group identity have on those troubled by anxiety.
5.3 Conclusion
A six week Anxiety Management Group was conducted by the 
Options Community Drug and Alcohol Project. An evaluation of 
the effectiveness of the group suggests that there was no significant 
change in the reported levels of anxiety or depression experienced
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by the group members. This objective evaluation of the group 
would appear to be supported by the subjective comments of the 
group members. Three members did expressed the view that their 
problems had not been addressed by the group.
Overall the group reported that they had enjoyed being part of the 
group and it could be the case that the techniques have to be 
practised over a greater amount of time than six weeks in order to 
effect a significant change.
i /i / i
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DOES AN EDUCATION, 
IDENTIFICATION AND ANGER 
RELEASE PROGRAMME IN A 
COMMUNITY SETTING HAVE AN 
IMPACT ON INDIVIDUAL’S WHO 
TEND TO USE SUBSTANCE MISUSE 
AS A COPING STRATEGY FOR 
DEALING WITH ANGRY 
FEELINGS?
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ABSTRACT
The following study represents an attempt to evaluate the impact of a 
technique that helps the individual to identify her/his own anger, release 
it and subsequently learn to express anger appropriately. The subjects 
were men and women involved in two anger workshops run at Options, 
a Community Drug and Alcohol Project in Worthing, West Sussex. 
Subjects who were aware that feelings of anger or the expression of 
anger had caused them difficulties were offered the opportunity to 
attend the workshops. Single sex workshops ran for eight weeks. The 
subjects were assessed pre and post group. Previous research has 
looked at the benefit of education and cathartic anger release in in­
patient and prison settings, this project evaluates the techniques within 
the community.
It was found that the attitude of the individuals towards the benefits of 
expressing anger improved. The low self-esteem associated with poor 
expression of feelings also improved as did the sample groups ability to 
appropriately control their anger. A reduction in the sample group’s 
tendency to exhibit somatic tension around anger was noted as was a 
general shift towards a more appropriate awareness of the 
consequences of acting out their anger.
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1 INTRODUCTION
1.1 Anger in our Society
Violence, aggression and anger are very prevalent in our 
society. Archer (1994) points out that most of the human 
suffering in our society could be said to be caused by the 
violence of men. Violence, however, is only the tip of the 
iceberg. Preceding the escalation to violence is the emotion of 
anger. Anger is just one of our human emotions and in our 
society is one of the most maligned (Lindenfield 1993).
Humans, both male and females, are taught from a very early 
age to deny their anger. It is necessary to look at where some 
of these early messages about anger come from. Madow (1975) 
parallels the history of anger with the history of mankind. He 
also points out that from a very early stage in man’s dealings 
with anger the emotion has been disguised. Madow cites 
biblical references such as God “cursing” the serpent and Adam 
and Eve for having eaten the apple and therefore acquiring the 
knowledge of good and evil. Again in the story of Cain and 
Abel, it is Cain’s “wroth” that results in Abel’s death. Equally 
disguised is the reference to God’s anger when seeing Man’s 
wickedness he repented creating man and destroyed man with 
the exception of Noah and his family. Madow argues that 
God’s true feelings were contained in his intent to destroy man
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but the feelings of anger are disguised by euphemisms such as 
“it repented” him and “it grieved him at his heart”. Madow’s 
point is that direct expressions of anger such as “I hate you”, 
“I’m furious with you” or a physical attack are easily recognised 
as expressions of anger but that in our society many more 
feelings of anger remain disguised and therefore unrecognised 
by the angry person or their target.
Madow divided disguised expressions of anger into three 
categories.
1.1.1. Modified expressions of anger
This category contains expressions of anger that are modified in 
some way, such as “I am annoyed” or “I am irritated” which are 
quite open. Less obvious as anger are expressions such as “I’m 
fed up” or I’m sick and tired”. Madow sees the clue to the 
hidden feelings of anger in what is denied, or not said. For 
example a man may say that he is annoyed by his wife but not 
angry. Madow suggests that the man is angry with his wife but 
denying those feelings. The linking factor for these expressions 
is their intent to water down or deny anger. Unless the 
individual recognises their anger then they have no way of 
coping with the feelings.
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1.1.2. Indirect expressions of anger
In this category the intention of the statement is to hide anger 
from the speaker or the recipient. For example “I am 
disappointed”. Statements like this are problematic due to their 
indirectness. Stating disappointment without open expression 
of anger invokes guilt in the recipient of the statement and guilt 
is more difficult to cope with than anger. In order to get relief 
from the uncomfortable feelings of guilt we may become angry 
ourselves with the source of the feelings. In addition we 
become angry at ourselves for committing the act that 
disappointed others.
1.1.3. Variations of depression
Expressions in this category are perhaps the most removed from 
direct anger. It is often the case that this category contains 
those statements in which total unawareness of anger manifests 
itself in forms of depression. “I feel hopeless”, and “what’s the 
point” typify the lack of awareness of anger in this category. 
Often people will not acknowledge their anger since they see no 
way of altering the situation that is the source of their anger. It 
is often true that an open expression of anger will not benefit the 
individual but acknowledging the angry feelings within the 
individual is important. A child who has angry feelings 
expresses them by lashing out and having a tantrum. As we age
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we adapt our behaviour in response to angry feelings, we may 
become sarcastic or negative, or we may become passive in our 
response and do nothing. There is no difference in the intensity 
of anger in active or passive resistance. Someone being met 
with stony silence will often react strongly with feelings of guilt 
and anger equal to those felt during an angry outburst.
Madow suggests that since anger and its expression has become 
so controversial and difficult to recognise within society that it 
is equally difficult for the individual to recognise it within 
themselves. It is Madow’s belief that this unrecognised anger 
underlies a lot of modern society’s difficulties. In particular 
Madow talks of physical symptoms which occur as a result of 
repressed anger. Among these physical symptoms Madow 
describes, headaches, gastrointestinal disorders, respiratory 
disorders, skin disorders, arthritis, disabilities of the nervous 
system, physical sickness, emotional disturbances and suicide.
On a wider scale society reflects the inability of the majority of 
its individuals to safely express angry feelings. What part does 
repressed anger play in hostility between countries or different 
races. In war the armies are controlled by governments but the 
individuals involved in the armies must be able to respond to the 
violence and aggression that wars result in. Instead of 
condemning anger and aggression the individual soldier is
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actively encouraged and rewarded for killing. Feelings of anger 
that may have been repressed for many years are now allowed 
to not only be expressed but are again effectively linked to the 
act of destruction. Politics during war effectively enlists the 
repressed anger of a nation by giving them something to fight 
for. Without the energy stored by repressed anger it could be 
argued that no patriotism could be justified.
Prejudice within society can also be analysed in terms of 
repressed anger. When blacks were enslaved in America the 
resentment and hostility felt about their situation was immense. 
However, any attempt to express this anger was brutally 
suppressed. Underlying the oppression was the assumption that 
whites were superior in some way. Blacks learned to repress 
their anger even more. After slavery was abolished those in 
power openly acknowledged that the assumption of white 
supremacy was wrong and demanded equal rights and 
opportunities for black people. The resentment and hostility 
then built in the white population who were unable to let go of 
their prejudices because this would challenge their own feelings 
of inadequacy. Black people’s anger was then added to by the 
fact that equality was still not available. Madow suggests that 
inequalities will always exist in society but that anger 
surrounding these inequalities should be openly acknowledged 
rather than pushed back into resentment.
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Browne (1989) saw stressors for anger and violence in society 
in terms of poor housing, social isolation, financial difficulties, 
health problems, and unwanted or problem children.
Murder, rape, child abuse and other problems within society can 
all be said to have some basis in repressed anger which supplies 
in a lot of instances the potential energy to alleviate angry 
feelings by harming someone or something else. Even within 
the microcosm of society, our relationships and many of our 
actions can be better understood if clarity regarding our own 
anger is achieved.
Cooper (1995) describes how in modern society anger tends to 
manifest itself as a feeling of powerlessness. When whatever it 
is that we feel angry about persists, since we don’t possess the 
skills to do anything about it, unsurprisingly we erupt. Cooper 
talks of handling anger before we lose our temper as reclaiming 
our power instead of remaining powerless. The key to 
reclaiming power is seen by Cooper in terms of eliminating the 
‘people pleaser’ within us. Cooper identifies the origin of the 
‘pleaser’ in childhood when we learn not to express displeasure 
or anger for fear of rejection by parents. Instead we learn to 
gain praise and a sense of control by constantly seeking the 
approval of those around us.
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1.2 Increasing incidents of angry behaviour and violence
Over the past ten years there has been an increase in violent 
offending in Special Hospitals, R.S.Us and in community 
settings (Haller and Deluty 1988, Owens and Ashcroft 1985, 
Brown et al 1986).
Most work carried out deals with the type of behaviour 
resulting from angry feelings that the individual is unskilled at 
dealing with.
Recent approaches include a collaborative approach described 
by Howells (1982b) in which individuals or groups work 
towards establishing control over their aggression in a similar 
way to those approaches focusing on problems relating to 
anxiety, depression or obsessional behaviour. However, this 
approach tends to rely on the individual having an awareness of 
that behaviour and also regarding it as a problem. Often 
individuals who cope using aggression in certain situations will 
regard it as a necessary and legitimate method of meeting their 
needs. It is often the case that these individuals are excluded 
from such attempts at therapeutic interventions.
1.3 Acts of violence in forensic settings
i m
The high incidence of aggression in forensic settings may be due 
to several factors. The population tends to be made up of 
disruptive and aggressive patients from special hospitals and 
those who have committed violent offences in hospital or other 
settings. It would seem then that aggression in these settings 
may be inevitable. However, this inevitability does not make it 
acceptable or beyond requiring an explanation. Howells and 
Levey (1982a) argue that much violence and aggressive 
behaviour is anger-mediated. Howells and Levey suggest that 
anger management is the way forward in combating the 
outbursts that occur as a result of uncontrolled anger. Having 
looked at environmental factors, where and when the aggression 
occurred and the characteristics of those situation Howells 
found that there was a pattern to the risk of aggressive 
outbursts. Early morning, meal times and on ward settings were 
combined with the constraints of the setting, staff practices and 
the fact that these were often situations when the patients were 
least likely to get their needs met and most likely to be 
frustrated by this (Fottrell, 1980, Hodgkinson et al 1984, 
Drinkwater 1986, Coldwell and Naismith 1989).
The unpredictability of aggression has been well documented 
(Dietz and Rada 1982, Convey 1986, Larkin et al 1988) but as 
Howells points out this unpredictability may be due to the
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difficulty an observer has in identifying the source rather than no 
source existing. Howells comments that over-crowding, noise, 
heat and boredom are well recognised stressors in aggression 
but not easily observable. Novaco (1985a) stresses the need to 
assess such environmental stressors in formulating angry- 
aggressive behaviour.
Howells also looks at the interactional processes between 
victims and their aggressors and comments that in some cases 
the individual behaviour of the victim contributes to the act of 
aggression. (Hodgkinson et al 1984). Similarly Madden et al 
(1976) found that over half of a group of psychiatrists in one 
study felt that they may have acted in a provocative way 
towards the clients who assaulted them. Drinkwater (1982, 
1986) and Wong et al (1987) highlight the fact that assaults on 
staff may also contain a reward for the client in that the 
consequence may be reduced or increased staff input or 
avoidance of less preferred activities.
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1.4 Manifestations of Anger
A spectrum of manifestations of anger exist and are exhibited in 
a range of behaviours. This section looks at these behaviours 
and associates them with the source of anger.
1.4.1 Homicide
In many instances of murder the circumstances and the accounts 
of perpetrators lead to the suggestion that individuals act upon 
‘rage’ or ‘fury’. This heightened state of anger results in an act 
of extreme violence. Averill (1982) has argued that ‘crimes of 
passion’ are those in which the passion is the affect of anger and 
in assessing the individual’s responsibility for the murder an 
assessment is made of the degree of the anger experienced by 
the perpetrator. As noted earlier Megargee (1966) and 
Blackburn (1971, 1989) found evidence for an over-controlled 
personality type in which the excessive inhibition of anger 
results in an explosion of anger resulting in murder in some 
cases. Alternatively excessive disinhibition of the expression of 
anger may also be the cause of some homicides. In both cases it 
is what the individual does with his/her anger at source that is 
the problem.
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1.4.2 Child Abuse
Frude (1989) highlighted that often in instances of violence to 
children the act of violence is preceded by angry feelings 
produced by a trigger event such as naughtiness on the part of 
the child. The angry feelings in the parent escalate and in 
response the angry feelings of the child may result in an increase 
in the undesired behaviour until a climax is reached and violence 
occurs (Patterson 1985).
1.4.3 Violence within Marriage or Intimate Partnerships
One major factor in considering this type of aggression is the 
coping mechanisms employed by a couple with regard to intra- 
marital or extra-marital stress. Such stressors often include 
unwanted or problem children, poor housing, social isolation, 
financial difficulties and health problems (Browne 1989). Again 
in this situation aggression is often mediated by violence. For 
example angry arguments often occur as a result of the stress. 
Money worries or relationship difficulties will act as a trigger 
for conflict (Dobash and Dobash 1984). Anger can be the 
central emotion within such relationships. The casual factor 
being the stressor itself or the difficulties within the relationship.
Equally important is the role of anger within sexual assaults. 
40% of rapes investigated appear to be motivated by angry and 
aggressive feelings (Goth and Birbaum 1979). In these cases it 
is often less obvious that anger rather than sexual arousal is the 
most prevalent feeling experienced by the perpetrator. Yates et 
al (1984) suggest that the role of anger is to elicit aggressive 
behaviour and also to actively disinhibit sexual arousal.
Marshall and Barbaree (1989) point out that most men would 
not achieve sexual arousal in a situation involving violence or 
coercion but that the affect of anger can disinhibit these effects 
with the result that rape stimuli becomes arousing. In these 
instances the implications for therapeutic interventions involving 
anger control techniques are clear.
1.4.4 Aggressive Outbursts in Social Situations
Individuals who have difficulty recognizing or expressing their 
angry feelings may become feared in social situations. This fear 
may result in others avoiding the angry individual thus 
confirming that they are bad or dangerous. In turn the 
inappropriate expression of anger acts as a defence mechanism, 
keeping others from becoming too close to the angry or hurt 
person.
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Anger in relation to alcohol and substance misuse
In the field of addiction aggressive coping techniques are often 
exacerbated by either drugs and/or alcohol. An individual who 
appears to exhibit a relatively passive personality may on 
drinking perform aggressive acts uncharacteristic of their sober 
behaviour (Archer 1994, Wolfgang and Strohm 1956). 
Alternatively individuals who cope aggressively with situations 
may abuse substances in an attempt to remove some of the 
uncomfortable feelings that their anger leaves them with (Taylor 
and Leonard 1983, Browne 1989). It would seem then that 
there is a spectrum of behaviour ranging from a passive “Mr. 
Nice” individual whose coping mechanisms rely on denying 
feelings of anger to an active “Mr. Angry” whose coping 
mechanism is to project or ‘dump’ their feelings of anger on 
others (Megargee 1966, Blackburn 1971, 1989). It would also 
appear that the two end points of the spectrum contain those for 
whom therapeutic intervention is rarely considered appropriate.
Genetic Influences on Male Anger
When investigating the genetic influences on non-human animals 
the impact of aggression on males is clear (Huntingford and 
Turner 1987, Archer 1988). However, because of the 
complexity of human society the genetic influences on
aggressive behaviour on human males is not so easily 
observable. Influences such as language and culture further 
shape our behaviour by justifying some forms of aggression and 
condemning others. For example killing during war is seen 
differently to killing in cold blooded murder. In these instances 
genetic factors are less likely to be significant.
Many studies have concerned themselves with looking for a 
biological explanation for the trend for men to be more likely to 
show aggression and more frequently involved in anti-social or 
criminal activities. Archer and Lloyd (1985) showed that across 
cultures men tended to be more assertive, less inhibited in 
expressing anger and more likely to be physically aggressive 
than women. Simon and Baxter (1989) suggested that men are 
more likely to commit crimes. In their survey of 31 countries 
over 1962-1980 they found males accounted for 87% of all 
arrests and 90% of arrests for homicide.
In seeking evidence for genetic factors in human behaviour there 
are many methodological issues. It has been shown that the 
tendency toward aggression can be genetically cultivated in 
animals such as mice, dogs, cockerels and Siamese fighting fish 
(Huntingford and Turner 1987). It is not ethical or advisable to 
breed human males in an attempt to select the characteristic of 
aggression. For this reason evidence for the genetic component
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comes from various sources including family studies, twin 
studies, studies of adopted children and studies of males 
showing genetic abnormalities. Studying aggression also 
involves the issue of quantifying the results, many definitions of 
anger and aggression exist ranging from individual feelings to 
organised warfare. In terms of identifying clear genetic factors 
observations are usually limited to individual aggression.
Turner (1994) also highlights the problem o f ‘heritability’ a 
widely used statistic that is used to measure the ‘proportion of 
variability in a behavioural trait that is due to genetic effect. As 
Turner points out heritability is only valid for the particular 
sample of the population that is being studied and is valid only 
at the time of study. Turner also points out that the assumption 
that genetic and environmental effects can be added together 
negates the interactions between them.
Due to methodological restraints many early studies looked at 
the broader issues surrounding heredity and crime. For example 
Lombroso (1959) examined the facial features of criminals and 
concluded that they were throw-backs to an earlier evolutionary 
stage.
Studies seeking single genetic factors in crime are fraught with 
problems. Criminal populations studied tend to include a wide
spread of offences and not just those mediated by anger or 
violence. Measures of violence are inconsistent some being 
based on self or peer-ratings others on history of violent crimes. 
Criminality itself is also not a constant with certain activities 
being re-defined or de-criminalised over time. Any criminal 
population studied many also be under-represented by those 
who evade arrest, or over-represented by some individuals such 
as ethnic minorities (Walters and White 1989, Fishbein 1990).
1.6.1 Family Studies
Studies that examined physical and behavioural characteristics 
shared by parents and their off-spring found intergenerational 
similarities but the environmental experiences in families are 
shared as well as the genes making it difficult to estimate the 
genetic factors (Turner 1984).
1.6.2 Twin Studies
Twin studies involved a comparison of identical and non­
identical twins. The theory behind this technique being that 
identical twins share identical genes and non-identical twins 
share, on average, 50% of their genes, therefore if aggressive 
behaviour is more similar in identical than non-identical twins 
then a genetic component to that behaviour could be attributed.
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Unfortunately, problems observing which category twins belong 
to has biased early twin studies. In addition identical twins may 
be over represented, family experiences may be more similar 
than those of non-identical twins. Identical twins may also be 
treated in a way that makes them more similar than they may 
have been in addition identical twins may commit crimes 
together (Christiansen 1977, Rowe 1983).
1.6.3 Adoption Studies
Adoption studies compare the behaviour of off-spring with their 
biological parents and with their adopted parents. However, as 
Hutchings and Mednick (1975) point out a couple with an anti­
social or criminal background would probably fail the criteria 
required for adopting making assessment of environmental 
influence difficult. It is also the case that an adopted child is 
more likely to come from a family where one parent is anti­
social or criminal. Agencies seek to place children in homes 
similar to the home of origin and this again would influence 
observations. Often children are not adopted as young babies 
and therefore have already experiences shared with their 
biological parents that have influenced them (Turner 1994).
1.6.4 Studies of genetic abnormalities
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Genetic abnormalities have also been studied in the search for 
genetic evidence for aggressive behaviour. Such populations 
may exhibit behaviour sufficiently different from the normal 
population that the source can be identified as the genetic 
defect. For example genetic abnormalities producing overtly 
aggressive behaviour can be observed in the mutation producing 
Lesch-Nyhan’s disease (Palmour 1983). In Lesch-Nyhan’s 
disease, an x-linked recessive disorder, a deficiency of the 
enzyme HPRT results in sufferers compulsively mutilating 
themselves and showing outbursts of physical aggression 
towards others. During the late 1960s another genetic link was 
made with the discovery of the XYY pattern of chromosomes. 
Since men are more aggressive than women who have two X 
chromosomes it was postulated that men with the XYY pattern 
would be hyper-aggressive. However, Schiavi et al (1984) 
showed that XYY men were no more aggressive then XY men 
in situations of conflict. Turner (1994) reflects that they are 
over-represented in prison populations but this is likely to be a 
result of generally low intelligence or poor school performance 
rather than an additional Y chromosome.
It would seem given the methodological difficulties in assessing 
the genetic component in angry or aggressive behaviour that 
more recent studies have tended towards looking at the
influence of the environment on aggressiveness. Using such a 
theoretical perspective one is able to observe and comment 
upon not only the environmental influences directly surrounding 
the individual but can also acknowledge the wider environment 
of society. Within a social constructionist framework we can 
comment upon the way society views anger and aggression 
within families and its influences on both men and women and 
their behaviour.
1.7 Existing Research and its Perspective
1.7.1 Social Skills Model
In the beginning of the 1970s social skills training was being 
used in a wide variety of settings. The focus of such 
intervention was on those individuals who had failed to acquire 
the relevant social skills to cope effectively with their lives or 
those whose feelings of anxiety interfered with their attempts to 
cope in social or other situations. Howells (1982a) divided the 
social skills model into three areas of emphasis related to 
different applications. The three areas reported by Howells 
involved sociological studies of the nature of violent offending, 
Toch’s work in America and Blackburn’s evidence regarding 
‘over-control’.
Sociological Studies
Howells (1981) studied data surrounding violent crimes, 
particularly homicide, and discovered that a social skills 
approach would be applicable. Howells found consistencies in 
the fact that serious violence tended to show situational 
specificity and that it arose predominantly in the context of 
intimate and frequently domestic relationships. Those cases in 
which the victim of violent crime is a relative or intimate friend 
of the perpetrator is high. West (1965) documents the fact that 
only 7% of cases of homicide the victim was a stranger.
Howells also points out that acts of lesser violence are also 
more often perpetrated on victims who are known, even if not 
intimately, to the offender. Howells establishes that in most 
instances violence does not occur as an ‘unprovoked’ act but 
occurs within the context of a social interaction or established 
relationship. Equally the violence often occurs after an 
argument or disagreement between individuals involved in that 
social interaction or relationship. As Howells points out such 
findings support a social skills approach and emphasise the need 
to study how the individual copes with social interactions and 
relationships to see whether their coping strategies involve 
elements that may facilitate violence.
Toch USA Studies
Toch (1969) considered the chain of events that occurred 
around the offender and his victim before the act of violence. 
With particular reference to those individuals responding with 
violence when being arrested by the Police Toch identified 
behaviour in the individual on encountering such interactions 
that made a violent response more likely. The arresting officers 
in Toch’s studies showed a pattern of over-reaction to minor 
provocation’s such as name calling by attempting to arrest, this 
was counter-balanced by the violent individuals tendency to 
react with characteristic social behaviours such as verbal abuse. 
Toch described specific social styles that increased the 
likelihood of a violent conclusion. Such social styles included 
the ‘self-image promoter whose tendency to value a ‘tough and 
macho’ image leads them to react with violence when attempts 
are made to de-value their image in a social context. Similarly 
the ‘social skills deficient aggressor’ whose verbal limitations in 
situations of conflict are replaced by violence.
Toch used his observations to make the following 
recommendations when designing programmes for social skill 
training:
that any programme would need to identify the components of 
an individual’s behaviour that would lead to a violent outcome. 
Such identification would in Toch’s view involve verbal and
behavioural components but as Howells adds contemporary 
analysis would also include non-verbal and paralinguistic 
content.
that programmes would have to involve role playing in order 
that ‘real-life’ situations could be effectively studied in the 
rehabilitation setting.
Blackburn’s Study
Megargee (1966) observed that individuals who committed acts 
of homicide were often not overtly hostile, aggressive 
individuals but instead passive, mild-mannered and deferent. 
Such individuals exhibited great inhibitions about expressing 
their anger and reacted in an explosive violent outburst only 
after prolonged sufferance and frustration. Megargee described 
the excessively controlled individual who exposed to 
interpersonal friction over a period of time would reach a crisis 
where control could no longer be achieved and violence would 
follow.
Blackburn (1968, 1971) identified such patterns in a sample of 
extremely assaultative special hospital patients. Howells 
(1982a) points out that over-control is difficult to replicate in 
other studies and that similar patterns of control exist in clients 
without the resultant violent outbursts. However, Blackburn’s 
work does emphasise the importance of identifying how 
offenders cope with such social/interpersonal friction and how 
such coping mechanisms can be modified during therapeutic 
intervention.
The response to such observations was the introduction of 
social skills training packages for individuals who coped 
aggressively in social and intimate situations. These packages 
included instruction, modelling, role-play and feed-back. 
Additionally such packages placed great emphasis on the 
sequence of interactions resulting in violence (Howells 1982b).
Howells evaluated those studies looking at the outcome of such 
training packages. Howells points out that such studies have 
been small in scale but serve as a good base-line for further 
evaluation.
Curren (1979) looks at some of the issues influencing the 
effective execution of such programmes. In particular Curren 
identifies difficulties in definition, assessment and evaluation. 
Although some areas of the programme such as social skills 
training in self-assertion proves useful in individuals whose 
violent responses stem from over control and under-control. In 
each case the issue is that of promoting appropriate non-violent 
self-assertion. In those more violent offenders whose coping 
mechanisms include over-control Curren suggests that attempts 
to encourage appropriate non-violent assertion can be 
interpreted as aggressive and authoritarian. De Giovanni and 
Epstein (1978) also comment that the violent offender’s ability 
to discriminate between aggression and assertion effectively is 
often poor. Howells (1982b) suggests that future work with 
individuals should allow a comparison of perceived 
assertiveness with observer’s feedback on whether the individual 
does in fact appear assertive, threatening or provocative. 
Howells also suggests that studies on the assertive behaviour of 
‘normals’ would allow for correlation of their verbal, non-verbal 
and paralinguistic content.
7.2 Cognitive and affective model
Howells comments that the social skills approach is a good basis 
for therapy but then advocates the need for a comprehensive 
analysis of violent behaviour. Such an approach focuses on how 
the individual constructs their social reality and how their 
thoughts and behaviour are then influenced by their constructs. 
The part that such cognitive theories have had on analysis of 
individuals behaviour over the past decade has increased. 
Theories such as Personal Construct Theory, Attribution Theory 
and Cognitive Behavioural Theory focus on the individual’s 
own construction of reality.
Bandura (1971a/b) saw aggression as one response to an 
adverse or threatening situation. Howells argues that our choice 
to act aggressively is influenced by our own beliefs about the 
adverse situation. If we believe that an individual behaving 
aggressively towards us does so because they happen to be in a 
bad temper our behaviour would be different to that if we 
perceived that their specific intent was to do us harm. There has 
been little work on investigating the part that the individuals 
beliefs about the malicious intent of others has on their 
behaviour although Naseby et al (1980) did find some evidence 
to suggest a link between hostile attributions and aggressive 
behaviour. In this way hostile attributions may lead to an
individual behaving aggressively. Repeated aggressive 
behaviour would illicit a hostile social reaction from the 
surrounding environment.
1.7.2.1 Evidence for Cognitive Biases
Howells (1982b) points out the high frequency with which 
paranoid states exist in the patients population of Special 
Hospitals. Paranoia itself is evidence of biased cognitive 
processes in that the actions of others are viewed by the 
individual as evidence of adverse or malevolent intent. Howells 
postulates that the number of individual’s whose violent 
behaviour arose from a temporary delusional state is likely to be 
high. Those who commit acts of violence while under the 
influence of alcohol or mind-altering drugs could also be said to 
be functioning under biased cognitions, since on recovering 
from the delusion or the effects of the substance the individual’s 
behaviour is likely to re-stabilise (Archer 1994, Wolfgang and 
Strohm 1956).
1.7.3 Stress Inoculation Model
Novaco (1978) acknowledges that anger has many positive 
functions (energising, expressive, potentiating) but that it also 
has maladaptive functions. It can disrupt task performance and 
problem-solving and can activate aggressive behaviour. Novaco
suggests that anger in itself is not a problem. Anger becomes a 
problem when it impedes social relationships, instigates 
aggressive behaviour or impairs physical or psychological health 
and adjustment.
Novaco hypothesises that the subjective cognitive label of 
physiological arousal as anger contains the inherent impulse to 
act in an antagonistic way towards whatever the perceived 
source of provocation. Novaco suggests that anger per se is 
neither a necessary nor sufficient cause of aggression. Novaco 
identifies a correlation that exists between the amount of anger 
and the extent of aggression but suggests that the variables that 
will determine whether provocation will include anger include 
the appraisal and magnitude of the provocation, reinforcement 
contingencies, expected out comes, modelling influences, 
situational constraints and preferred styles of coping. Novaco 
suggests these variables influence aggression with or without 
the presence of anger.
Novaco suggests that the individual’s cognitions are very much 
related to their subjective state of anger. For this reason 
Novaco regards the assessment of anger in any intervention 
programme as essential. The client is taught to monitor bouts of 
anger, relate these feelings to previous thoughts and 
environmental situations, and also to control experiences of
anger when they occur. Novaco describes an interaction 
between behaviour, cognitions, emotions and the environment 
that may influence the individual’s state of anger and aggressive 
behaviour.
Table 1 (from Novaco 1978) 
Components of violent behaviour
Environment
Behaviour
Cognitions
Anger
In Novaco’s model aversive events give rise to cognitions which 
may induce anger which in turn evokes more cognitions. 
Alternatively anger may result in aggressive behaviour which 
can be the cue to the individual that they are feeling angry, 
associated cognitions may allow the individual to control the 
aggression. Novaco also points out the importance that the 
behaviour of the individual may have on the environment they 
will be exposed to. For example under-controlled behaviour 
may lead to prison or rejection and over-controlled behaviour 
may lead to victimisation and provocation.
Browne’s (1989) model of family violence also attributes 
aggressive acts to cognitive mediation. Browne looks at 
situational and structural stressors such as low self-esteem, poor 
housing, and unemployment and background influences of 
socialisation and looks at how these are mediated through the 
interpersonal relationships within a family setting. Using this 
model it can be suggested that a secure family setting could be 
said to “buffer” the effects of stress and enhance coping 
strategies. Alternatively in poor family environments the 
resistance to stress may be lowered and any overload (ie an 
argument) may lead to an aggressive outburst. In such poor, 
insecure family environments coping strategies may also be 
likely to include the use of alcohol or substances in an attempt 
to reduce uncomfortable negative feelings.
It is well documented that anger-mediated aggression is often a 
factor in offences of violence. In a majority of cases serious 
violence occurs within a domestic setting, between intimates 
with an angry dispute or argument being identified as the 
trigger. These factors are prevalent in the research regarding 
murders (Home Office 1961, West 1965), physical abuse of 
children (Frude 1989), spouse and elder abuse (Browne 1989) 
and domestic violence between partners (Dobash and Dobash 
1984).
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1.7.4 Systemic Models of Anger
The difficulties in applying anger management techniques to 
individuals or groups in forensic settings has led to broader 
systemic approaches being devised. In general a large 
proportion of forensic psychiatric patients would find it difficult 
to comply with the requirements necessary for individual or 
group anger management. For example levels of motivation and 
co-operation are frequently low, medication or the effects of 
their particular symptomology may also make recognition of the 
individual’s anger problems difficult. Many also do not have the 
ability to discuss patterns of arousal or expressions of anger. 
Novaco (1977a) noted that the length of intervention in order to 
obtain an effective outcome was much longer in an in-patient 
setting. Novaco felt this was due to the complexity of the 
psychological deficits associated with the in-patient’s illness and 
its relation to anger problems. In these instances group and 
individual therapy seemed to offer less chance of growth and 
alternative systemic methods have been attempted.
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1.7.4.1 Staff Training
A broad approach encompassing management of angry or 
aggressive clients, assessment and monitoring of situations likely 
to result in aggressive outbursts could have many benefits in in­
patient settings.
Howells (1982b) suggests that training packages for staff should 
include the same type of information supplied to the clients ie 
functions of anger, triggers for anger, early identification of 
signs of tension and techniques for self-control. Staff training 
would highlight the applicability of these techniques to the 
staffs own anger. Goldstein (1983) describes six procedures 
which have produced successful results when taught to a variety 
of professionals, (Goldstein et al 1978) and lay people 
(Goldstein & Rosenbaum 1982). These procedures are 
modelling calmness, encouraging talking, listening openly, 
showing understanding, reassuring the other person and helping 
the other person save face.
Staff working with angry or aggressive clients may find that 
anxiety or hostility within themselves can lead to difficulties. 
However, staff trained in effectively dealing with their own 
feelings of anxiety and hostility are also better able to deal with 
situations involving anger and aggression and have been shown
to have more positive attitudes towards those with associated 
problems (Novaco 1980). It may also be likely that the 
interactive style of some staff would put them at greater risk of 
aggressive assault. In these instances then training the staff 
would certainly help to reduce assaults that ineffective or 
provocative confrontations produced.
1.7.4.2 Environmental Restructuring
From the research looking at antecedents in aggressive episodes 
much could be attributed to management of the environment as 
an attempt to reduce frustration levels and remove aggression 
provoking triggers. Policies looking at ward management 
strategies, activity programming, the differential reinforcement 
of non-aggressive behaviours, ward design that facilitates 
patient observation and policies that reinforce staff interaction 
have been proposed. (Drinkwater 1982, Wong et al 1987), 
Drinkwater and Gudjonsson 1989). In some cases although 
such policies seem to have a beneficial impact on patient 
behaviour staff behaviours have remained the same. McGuire et 
al (1977) found that with reference to frequency of staff-patient 
contact for example changes were more difficult to facilitate. 
Gentry and Ostapuik (1989) suggest that the responsibility for 
establishing and monitoring changes in procedure is with
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management and strategies should include an assessment of the 
needs of staff members, clients and the setting both share.
1.7.5 Cathartic Anger Release Model
The benefits of Catharsis have been traced back to Aristotle 
(Berkowitz 1970, Quanty 1976). Its origins were based in the 
belief that people watching tragedies would vicariously benefit 
from purging their own fear, pity and anger by identification 
with the characters.
However, Konecni (1984) points out that Plato in his original 
hypotheses sees anger release as effective only if the anger can 
be directed towards the original instigator of the feeling. For 
this reason Konecni sees the benefits of cathatric anger release 
as arising from the fact that aggressive or violent outbursts can 
be deflected from people onto inanimate objects. In addition 
cathatic anger release promotes attentional shift.
Novaco (1986) links the interest in the catharsis hypothesis to 
several factors;
1) the influence of Freudian personality theory.
2) the appeal of psychodynamic approaches to therapy.
3) the value of the catharsis proposition as a justification for
potraying violence in film/television or for the participation in or 
watching of physical contact sports.
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The ideal of tensions or energy building up in the body that 
could be reduced by outward expression is central to 
psychoanalytical therapy and other therapies that have 
developed emphasising the expression of blocked or stored up 
emotions. Freud’s cathartic therapy encouraged the client to 
bring into mind the original experience along with the associated 
feelings which could then be talked out or discharged.
Peris (1969) also linked awareness of the client’s emotions and 
the safe expression of these emotions in his Gestalt therapy.
Peris postulated that if communication became difficult then 
there were issues of resentment to be identified and resolved. 
Peris felt that unless resentments were expressed then the 
individual would not be able to let go of the unfinished gestalt. 
The gestalt technique of confrontation, ie the “hot seat” 
approach to group therapy, makes use of processes such as 
polarisation and pulls for the expression of strong emotions.
Bach (1968) in his psychodynamic therapy also advocates the 
release of pent up anger as a way of opening up channels of 
communication. Bach suggests that stored up anger results in 
sarcasm or unfair non constructive messages. Bach describes 
anger release as an adult tantrum that his healthy if expressed 
without a partner reacting or becoming “hooked in”.
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Konecni (1984) does point out that anger release alone can 
prove problematic. Although expression of anger about past 
issues is useful in the here and now if it is not supported by 
education about different ways of coping and the opportunity to 
practice these skills then anger will again build up. Konecni also 
points out that anger can also be decreased by non-aggressive 
techniques such as expression of feelings via the written word or 
through artistic outlets. Konecni’s final point is that over time 
aggression can breed aggression and in moments of high stress 
the relief felt by attacking an inanimate object may be 
transferred back to the person who instigated the angry feelings 
or an associate.
Kubler-Ross (1994) suggests that the feelings of anger we learn 
to stuff down inside us when we are young get added to 
throughout our life experiences until we reach a point where we 
can no longer express what we see as our ‘unacceptable 
emotions’. Among these unacceptable emotions are grief, 
sadness, anger, abandonment and rejection. Kubler-Ross argues 
that each time we encounter difficulties as an adult we regress 
to a point in our lives when our feelings were poorly dealt with 
and as a consequence we again deal with the situation poorly. 
This process serves to compound the negative feelings we
already hold about ourselves and our inadequacy in dealing with 
situations appropriately.
Kubler-Ross acknowledges that identifying feelings of anger are 
an important key to learning to manage anger but her particular 
theoretical perspective postulates that in order to manage anger 
in the present the individual must have worked with and 
released some of the accumulated anger of their past.
Kubler-Ross runs Life, Death and Trauma Workshops in which 
participants have an opportunity to express their ‘unacceptable 
emotions’ in a safe, non-judgmental environment. Kubler-Ross 
offers these workshops in prisons, special hospitals and 
residential settings, for those who have been the victims or 
perpetrators of trauma, violence or emotional devastation due to 
anger.
Gender Differences
Anger tends to be viewed by society as a bad or destructive 
emotion. However, it is generally more acceptable for men to 
display anger than females (Cooper 1994). Since anger tends to 
be negatively described it has become linked to violence and 
aggression. These again are behaviours more often displayed by 
males in society. Sex differences between male and female
children are observed early. In particular the tendency of boys 
to engage in more rough and tumble behaviour. Many 
explanations have been sought for these sex differences. 
Boulton (1991a) found that at 8 years of age boys engaged in 
rough and tumble play 41 times per hour versus 30 times per 
hour for girls. By the age of 11 years boys were involved in 35 
episodes per hour versus 15 for girls. Biological explanations 
include examination of the effects of anomalous amounts of 
prenatal sex hormones. Money and Ehrhardt (1972) found that 
female infants who had been prenatally exposed to higher than 
usual levels of androgens (a hormone usually associated with 
masculine development) were more likely to enjoy rigorous 
rough and tumble type activities. Ehrhardt and Meyer-Bahlburg 
(1981) similarly suggested a relationship between intense 
physical activity and rough and tumble play in infant females and 
the influence of sex steroid variation before birth.
Researchers looking at the environmental influence on sex 
differences and play examine gender perceptions and the 
variations in child-rearing practices. Lamb (1981) observed that 
up to one year old fathers treated male and female children very 
similarly but from the age of two more social behaviour was 
directed towards sons. Lamb argued therefore that rough and 
tumble behaviour was more encouraged in male children. 
However, other studies have provided little evidence that this is
the case. Fagot (1978) observed that little difference existed 
between parents who responded in rough and tumble activities 
regardless of whether the infant was male or female. Archer and 
Lloyd (1985) suggest a mix of biological and environmental 
factors, in which a differential exposure to gonadal hormones 
prenatally will be emphasised by differential reinforcements of 
rough and tumble behaviour by the parents.
Another theoretical perspective is that which suggests that a 
predisposition for rough and tumble behaviour in males comes 
from a time in our evolutionary past when the males needed to 
practice skills that would prepare them for competitive hunting 
and reproduction (Archer 1994).
Symons (1978) observed monkeys and found that significantly 
higher levels of rough and tumble play fighting were exhibited 
by the males. Humphreys and Smith (1987) examined this 
notion by combining data on observations of children involved 
in selecting and taking part in rough and tumble play and 
sociological data collected from the children on why they chose 
those particular partners, how much they liked them, how 
strong they perceived them to be etc. Humphreys and Smith 
argued that if rough and tumble play was a form of practice of 
fighting skills that a tendency to choose partners who were 
closely matched in competitiveness and strength would be
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found. In fact this did seem to be the case for 11 year olds but 
not for 7 or 9 year olds.
There remains much controversy about the existence of 
evolutionary factors for greater rough and tumble play in males. 
Since mankind adapts successfully and frequently to changed 
surroundings it could be argued that there is no longer a need 
for practice of fighting skills in modern industrialised societies. 
Tooby and Cosmides (1990) suggest that regardless of society 
changing our inherited design remains the same and must be 
viewed with reference to our evolutionary history.
The evidence for a greater display of rough and tumble or 
aggressive type play in males confirms that males in our society 
tend to be encouraged to openly express feelings of anger in 
early life. Girls exhibit more passive patterns of play and it 
could be argued, are less encouraged to express feelings of 
anger (Cooper 1994).
In addition within our society there is a dual condemnation of 
women seen as angry, aggressive or violent. Males involved in 
acts of excessive violence are seen as bad or mentally ill. For 
example Ian Brady is seen as someone whose violence stems 
from mental imbalance. However, his accomplice Myra Hindley 
is seen as a cruel, calculating monster whose violence stems
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from her inherent evilness. Women who commit angry or 
violent acts sin twice in the eyes of society; once against their 
victim and once against their gender. On a smaller scale this 
duality exists for women who openly express angry feelings. 
Men who let vent loudly to feelings of anger are seen as angry, 
potentially violent men, women who express angry feelings with 
the same force are seen as mad. As society views it they must 
have taken leave of their senses to behave in such a way. Even 
more humiliating and patronising for women is the view that any 
expression of angry feelings is because they are pre-menstrual 
and therefore not only mentally unbalanced but also hormonally 
unbalanced (Roth 1995).
Roth comments that as we grow we learn what is acceptable for 
our culture for example that men are supposed to be angry and 
women aren’t. Roth comments that the words one uses to 
describe angry women are generally negative and patronising 
(Shrew, Harpie, man hater) whilst the words we have for men’s 
anger are generally exciting and adulatory, (Angry young man, 
‘Rebel without a cause’). Roth further argues with this 
unspoken imbalance between the sexes to express their anger 
comes the loss of any possible peer relationship. By peer 
relationship Roth means one in which two people have the same 
vested status in the world, with each other and with their 
relationship. When this peer relationship is not present the
imbalance often results in a master slave relationship where the 
male (usually) makes the decisions and the female carries them 
out. The longer the imbalance continues the less acceptable 
become the woman’s feelings of anger and strength.
For men within our society the loss of a peer relationship is 
equally difficult surrounding issues of anger. Caffell (1995) 
talks of the impact of society’s negative attitudes regarding 
anger upon men. As children we learn that anger is negative 
and destructive and that often for men it is associated with 
violence and loss of control. We learn very quickly that 
expressions of explosive anger are met with punishment either in 
the form of adult anger (a smack or verbal admonishment) or 
stony silence (passive anger). Men therefore tend to learn that 
anger is not the best way to get needs met but that it is certainly 
an effective method of control.
Caffell points out that in this situation angry feelings get stuffed 
down inside. As adult men this method of coping with their 
feelings results in the issues surrounding men and anger become 
potentially even more destructive. Men may store up feelings of 
anger and use the threat of anger to control others within a 
relationship. Equally men may become people pleasers 
believing that to be angry is wrong and that those around them 
will punish or abandon them if they express anger. Since for
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some men anger is synonymous with aggression and violence 
they begin to fear their own anger and what they are capable of 
destroying if it is expressed. For such men the risk of 
expressing their anger is so great that they become ‘Mr. Nice’ 
and allow themselves to become abused by others rather than 
express anger. In such instances the resentment may reach such 
a level that they may punish themselves or abuse drink or drugs 
to alleviate some of the uncomfortable feelings they have.
As Roth and Caffell emphasise the task for both men and 
women is to learn to identify angry feelings and to adjust their 
behaviour to facilitate appropriate expression of these feelings.
For women the acknowledgement of anger as a positive and 
healthy feeling is essential. The expression of anger in a way 
that is non-critical, non-blaming and safe is then possible for 
men and women. The acknowledgement that anger is not 
synonymous with violence also allows for safe and effective 
expression of those feelings.
1.9 DEFINITIONS
The following terms are used within this study. Definitions are 
given to avoid confusion about the context in which they are 
used.
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Anger is used to refer to a state of physical arousal. Different 
types of anger are also described, these include:
Cold anger - when the individual denies that they have any 
angry feelings. Typified by comments such as “I’m fine, I don’t 
have a problem” spoken through clenched teeth and 
accompanied by a drawn face. Generally an observer will be 
able to identify anger in the face and behaviour of the individual 
but this anger is being denied (S. 1985).
Self-righteous anger - when the individual has cause to be angry 
about a situation but uses this situation to give vent to stored 
angry feelings and behaviour either through verbal or physical 
aggression. The individual also tends to transfer their anger 
onto the external world. The ‘Angry young man’ whose 
problems and feelings are seen as the responsibility of society, 
the family etc (S. 1985).
Destructive anger - in which the individual carries so much 
anger within them that they seek to destroy what surrounds 
them; relationships, carers etc without acknowledging the 
source or reason for their tendencies.
Brittle anger - often regarded as the most volatile and dangerous 
of all manifestations of anger in that the individual finds their 
anger almost impossible to contain. Any trigger that approaches 
the individual will be met by a violent outburst. Individuals will 
often sit with their back against something solid and will feel 
exceptionally uncomfortable if somebody attempts to stand 
behind them. Individuals tend to flinch when touched and will 
stare at people in a menacing way to keep them away.
Passive anger - this type of anger is often expressed by women 
or those who are not encouraged to show anger in any form. 
Individuals will work to divert anger onto others in the family or 
in the work-place. They can often be people pleasers who carry 
resentment towards those they try and please. Women who 
clean the house furiously when they may be angry with partners 
or children, or individuals who are deliberately late for meals etc 
in order to upset another’s routines or plans and therefore evoke 
angry feelings (Madow 1972).
Warm anger-when feelings of anger are felt and appropriately 
expressed. When personal boundaries can be set and adhered to 
along with the recognition that anger is only a feeling and that 
what we fear may be based on our previous experiences of 
another’s inappropriately expressed anger ie physical violence, 
rejection, sulking (Cooper 1994).
1.9.1 AIMS AND HYPOTHESES
This study aims to investigate the impact of education, 
identification and anger release upon a group of individuals who 
use alcohol or substance misuse as a coping strategy for dealing 
with angry feelings. It is hypothesised that the individuals 
involved will exhibit various components.
1.9.2 PSYCHOLOGICAL COMPONENTS
1. These individuals will hold a negative attitude about the benefits 
of expressing their anger, and that education, identification and 
anger release will result in a more positive attitude to the 
expression of anger.
2. That individuals that have difficulty expressing their anger will 
report low self-esteem, and that post-group self-esteem of 
individuals will be raised.
1.9.3 BEHAVIOURAL COMPONENTS:
3. That individuals will associate anger with a feeling of being out 
of control, aggression and losing their tempers or acting out
their anger, and that education, identification and anger release 
will improve their control of their anger.
That individuals will use substance or alcohol misuse to allow 
them to express feelings of anger or act out their feelings, or in 
an attempt to bury their angry feelings.
That individuals will exhibit somatic symptoms of anger and that 
these symptoms will reduce post-group.
.4 ENVIRONMENTAL COMPONENTS:
That individuals will have family backgrounds that reflect 
violence and difficulties in expressing anger.
That individuals will be able to identify various environmental 
triggers that initiate angry outbursts.
METHOD
Sample and its sources.
The five women and seven men that took part in the study were 
selected from the client group of Options, community drug and 
alcohol project in Worthing, West Sussex. All subjects had
been involved in one-to-one counselling at the project and had 
previously had problems related to alcohol and/or substance 
misuse.
Subjects were referred by their keyworkers at the project and 
jointly interviewed by the author of the study and the joint 
facilitator of the groups (Bryan McHugh). Prior to interview 
the subjects were given an information sheet about the study 
(see appendix) and asked to complete the Surrey Anger Scales 
(O’Rourke 1994) and the Rosenberg Self Esteem Scale 
(Rosenberg 1965). (See appendix).
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The sample is specific in that all men and women sought help 
for their addiction problem at the Options project. Results can 
not therefore be generalised to those still misusing drugs and 
alcohol or those not in contact with a specialist agency.
3. PROCEDURE
A set of eight weekly workshops were designed based on the 
theoretical knowledge gathered from the literature review plus 
practical exercises based on the cathartic anger release 
techniques used by Elizabeth Kubler Ross workshops. Music 
was also included to invoke feelings or elaborate explanations.
The schedule for the workshops was as follows with details of 
the information given in the appendix.
The duration of the groups were two hours with a break in the 
middle for coffee or tea.
3.1 Weekly Group Procedure
3.1.1 Group one
Introductions - of both group facilitators and other group 
members.
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Discussion and introduction of house rules.
Distribution of group rules and contract (see appendix) for 
signing.
Warm up introduction exercise - group members pair up and 
spend 5 minutes introducing themselves to their partner. 
Members then rejoin large group and introduce their partners.
Introduction game - group members throw a soft ball to each 
other identifying the name of the person before they throw the 
ball to them.
Main Topic of Group
Anger and its manifestations.
What is anger.
Different types of anger - passive anger.
- brittle anger
- destructive anger
- cold anger
- self-righteous anger
Break
Warm anger - Beethoven Symphony no. 7 in A major, OP.92 
Vienna Philharmonic Orchestra conducted by 
Rafael Kubelik.
While the music is playing an explanation is given of the journey 
through life from childhood where anger is pure and directly
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related to our needs. The journey continues through 
adolescence and adulthood where we are encouraged to stuff 
our feelings of anger. The explanation then talks about 
liberation from the uncomfortable feelings that stuffing our 
feelings can cause us. The finale of the music coincides with an 
explanation of the freedom of expressing our feelings and 
respecting our own feelings and the feelings of others. (For 
script see appendix).
Group members are then asked to identify their feelings that the 
music and the explanation evoked.
Any queries from the group are dealt with at this point.
The group are asked to sit quietly and listen to a final piece of 
music before the first group closes. (Return to innocence. 
Enigma).
3.1.2 Group Two
Warm up introduction name round.
Group members are then asked for comments and queries about 
the previous weeks group.
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Music is introduced which group members are asked to listen 
to. (My Left hand. Dory Previn).
Main Topic of Group
How angry have you been?
Group members are invited to discuss their own anger. The 
consequences it has had for them. A thermometer or scale is 
drawn on a presentation board with 1 at the bottom in blue and 
10 at the top in red. Group members are asked to concentrate 
on identifying the start of angry feelings within themselves. 
What are the physiological symptoms for them and how do they 
begin to recognize anger (Cooper 1994).
Information is then given to the group members about 
‘expressing anger without permission’. (Cooper 1994), and the 
consequences for others of having to deal with angry outbursts.
Break.
Music - Carmina Burana.
Information is given about how angry people who sit on their 
feelings and then explode in an angry outburst are often seen as 
mad. Group discussion is facilitated and members are asked to 
share whether their anger has ever made them doubt their 
mental state.
An explanation is then given of the principles of cathartic anger 
release. In that it is difficult to look at expressing anger in every 
day life without expressing past anger. Questions are answered 
at this point.
Group members are then asked to sit quietly and listen to 
closing music (Algonquin Suite. Dan Gibson’s solitudes).
Group two then closes.
3.1.3 Group Three
Music - Laudate Dominum.
Group is split up into pairs and each pair is asked to feed back 
what they took away from last week’s group. The large group 
then takes turns expressing their partner’s views.
Main Topic of Group - Expressing Anger
The group is then asked to identify anger that has occurred in 
their own lives and asks whether they are still angry about some 
things. For example if they had been angry and not expressed it, 
or if they had not felt listened to when they tried to express their 
anger.
The large group is then encouraged to do an ‘angry shout’. 
Seated in a circle holding hands the group either stamps their 
feet or takes their cue from the facilitators banging drums and 
shouts “I’m angry” as loudly as they can. This can be repeated 
several times to ensure all group members practice the feeling of 
expressing unresolved anger about their own particular issues. 
An anger shout also allows group members to begin to feel 
comfortable with loudly expressing themselves or their feelings.
Group members are then asked to feed back on how they are 
feeling. Their responses are recorded on a presentation board.
Break
Music - Carmina Burana.
Group members are then invited to cathartically express some of 
their unresolved anger. One member who volunteers is asked to
give some details of what they feel angry about. They receive 
feedback from the group about their situation and are 
encouraged to get in touch with their feelings through role play 
with one of the facilitators. Anger is released by the individual 
either banging on a drum or beating cushions to get rid of their 
frustration while verbalising their feelings. The individual 
receives encouragement from the group while releasing anger 
and support when the anger release is finished. The individual is 
asked how they feel and feedback is given from the group on the 
individual’s courage and energy to deal with their unresolved 
anger.
The group are then asked to sit quietly holding each others 
hands in a circle whole the final piece of music is played.
Music - Algonquin Suite (Dan Gibson’s Solitudes).
3.1.4 Group Four
Music - Ave Verum Corpus-(Mozart. Great Mass in C Minor).
Group members are asked to sit quietly and listen to the music 
before being asked to identify what they felt they had taken from 
last weeks group. Particular attention is paid to those group 
members who worked on releasing their own anger in the
previous week’s group. Responses are recorded on a 
presentation board.
Prior to the group a chain with a broken link is drawn on the 
board. The diagram is then presented to the group and they are 
asked to discuss the issue of safety. What does it mean to them, 
where do they feel safe. Information is then given on how we 
need to feel safe when we express our feelings and how if we 
feel safe it is easier to respect our own feelings and those of 
others.
Main Topic of Group - How I see myself.
Music - classic weepies. Warner Classics UK.
While the music is playing group members are given an A3 sheet 
of paper divided into three sections: How I see myself, How 
others see me, My Life (see appendix). The group is asked to 
draw an image or images that represent each of the three 
sections. Each image is then examined with the individual 
group member and the facilitators.
All images are then put up on the walls of the group room while 
the facilitators pick out the shared themes from the pieces of 
work and record them on the presentation board.
The group is then asked to identify what they are currently 
feeling and about their feelings for the future.
The final music is then played (return to innocence. Enigma) and 
the group members are asked to move about the room 
expressing themselves to the music in whatever way they wish. 
Facilitators join the group in this section.
3.1.5 Group Five
Music - Adagio - Thomaso Albinoni (Classic Weepies EMI 
1993).
The group is asked to share what they took away from last 
weeks group. Responses are written on the presentation board.
The drawings ‘my life’ are on the walls surrounding the group. 
Each group member is asked to share their own feelings about 
their drawings with the group. Music is played in the 
background (Massenet: Meditation from “Thais” (Act 2)). The 
group are then asked if they will regret leaving this life behind?
If they feel any anger or regret about this? The group is then 
invited to tear up their drawings and put them in a black plastic 
sack in the middle of the room. If group members choose not to
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tear up their drawings they may keep them. Discussion is then 
facilitated about the fear of moving on.
Break.
Main Topic of Group
The group again listens to Beethoven’s 7th Symphony (The 
Journey). The script is again read with emphasis on the new 
journey that can now take place. Also read is the story of the 
Bear and the Thorn (see appendix) a story which takes as its 
theme self acknowledgement and self-healing.
The group are then asked the miracle question (Brief solution 
focused therapy - George, Iveson, Ratner ( 1990)), if the issues 
that brought them into therapy were to be resolved overnight, 
when they woke up the next morning how would they know 
that the miracle had happened? This is to encourage goal 
setting within the group. The group are then encouraged to 
draw an island on which they place everything about their life 
that they would like to take with them and place in the sea 
around the island all the things they would like to leave behind. 
They each explain the drawings to the other group members.
The group are then asked to sit quietly and listen to the end 
music. “I want to break free” - (Queen).
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1.6 Group Six
The group are asked to sit quietly and listen to the introduction 
music. “I want it all". (Queen). The group are then asked to 
feed back on what they took away with them from last week’s 
group. Notes are kept on the presentation board.
Main topic of group - Queen Baby (or for the men’s 
group King Baby).
The description and main characteristics of Queen Baby are read 
out and also on display on the presentation board (see 
appendix). Group members are encouraged to share their 
experiences of Queen Baby in themselves and in others. 
Discussion is facilitated for the first half of the group. Group 
members are then asked to listen to “Headlong”. (Queen).
Break
Music - “You can be anything you want to be”. (Queen).
During the break the presentation board has been prepared with 
two headings: ‘The way out’ and ‘Healing the scared child’. 
Information is given about the struggle the individual often has 
between Queen Baby and the frightened child. The group is
asked to consider that in order to heal the frightened child it is 
necessary to listen to him or her, acknowledge the feelings and 
deal with them appropriately.
The Group is then asked to listen to the story of the “Precious 
present” (See Appendix). The main theme of which is the 
contentment that can be achieved by dealing with things in the 
here and now.
The group are then asked to sit quietly and listen to the closing 
piece of music. “It’s a kind of magic”. (Queen). They are also 
given a hand out of Queen Baby to keep.
In preparation for group seven the group are asked to wear 
some clothes that they think expresses them best. The clothes 
should be chosen with their own personality in mind not what 
others think they should wear.
3.1.7 Group Seven
The group are asked to sit quietly and listen to introduction 
music. (How - John Lennon). They are then asked to feed back 
on what they took away from last week’s group. The responses 
are recorded on the presentation board. On the wall are placed 
the drawings of the islands from group five. The group 
members are asked to build themselves a bridge by drawing the 
steps of how they will achieve their goals. Each group member 
then talks through their drawing and receives advise and 
feedback from other group members. Emphasis is placed on 
detail, how exactly will the group members travel towards 
reaching their goals?
Main Topic of group - Sex and anger.
Information is given on how unrequited sexual needs or 
overwhelming sexual demands can lead to anger in sexual 
situations. Talking about sexual needs and mutual negotiation 
can lead to the expression of feelings and understanding of
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needs. Group members are encouraged to share their own 
experiences involving anger around sex and clarification is given 
on the abuse of power sexually that can exist within 
relationships. The question is asked what does sex mean for 
you? Responses are recorded and discussion and comments are 
encouraged.
Break
In part two the group members are asked to talk about the 
clothes they have chosen to wear. What it is about those 
clothes they like? What was the reaction was to them wearing 
them? particularly from friends or family. The issue of control 
by family or partners is brought up with exploration of what is 
considered control within a relationship and the impact this has 
on the rights of the individual to express themself freely. 
Reference is again made to the bridges, will the individual be 
allowed to travel across the bridge to freedom of expression? 
Who may try and stop them? How can they reassure those 
around them about the changes they are making? This part of 
the group is conducted as a general brainstorming session with 
information, advice and suggestions recorded on the 
presentation board.
3 . 1.8 Group Eight (Final group)
The group is introduced by a brief summary of the topics 
covered in the previous seven weeks. Questions are answered 
and clarification is given on any areas that remain unclear.
Main Topic of Group - Your inner Child
The group is then asked to sit quietly in a candle-lit room while 
a sound track of a children’s band and choir is played in the 
background. While the music is playing the group are asked to 
imagine themselves as small children coming into the room in a 
procession, each child stopping in front of their individual group 
member and climbing onto their lap. The group member is 
asked to silently express their feelings for their own inner child 
and acknowledge how precious and unique that child is to them. 
The group remain in silence for the duration of the music.
While the music continues the facilitators place a pen and paper 
near each group member. When the music finishes the group 
members are asked to pick up the pen and with their non- 
dominant hand write a letter, as a child would, asking the 
questions they would have liked answers to and acknowledging 
the losses they have experienced in their lives. When the group
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has finished the letters are read out loud one by one before the 
group are asked to leave the room in silence.
Break
On returning to part two of the group each member writes their 
name on the top of a piece of paper and then passes the paper to 
their left. Each group member is asked to look at the name at 
the top of the page and record their feelings about that 
individual. The comment can be something about the 
personality of that individual or about their response to some 
part of the workshops. The papers continue to be passed to the 
left until they reach the original individual. The comments are 
then read out one by one by each group member.
The group members are then handed a copy of the Surrey Anger 
Scales and the Rosenberg Self Esteem Scale to fill in and time is 
allowed for the group to sit and fill these in.
Following this cakes and fizzy drinks are handed out and a 
certificate is handed to each individual completing the workshop 
programme (see Appendix).
They are also given a hand-written letter confirming one or two 
changes that have been observed during the group and their 
hand-written goals.
Instruments of Measurement
There are at present relatively few standardised tools for 
assessing anger and appropriateness and effectiveness of 
intervention. There are several self report inventories methods 
using multidimensional construct. However, these scales are 
not derived from a theoretical basis and also do not allow for 
assessment of components of anger arousal and expression such 
as environmental, cognitive, physiological and behaviour 
elements. The Novaco Provocation Inventory (NPI) aims to 
assess the range and magnitude of proneness to aggression. It is 
used as an effective screening device to assess the suitability of a 
candidate for anger management approaches. It is also useful in 
facilitating further investigation into the individual’s anger 
pattern. The NPI however does not look at frequency, duration 
of mode of response. For these reasons assessment and 
evaluation of this research population was conducted using a 
semi-structured interview incorporating the cognitive, 
environmental, physiological and behavioural components.
An anger interview assessment form (see appendix) was 
designed by the author to collect demographic data from the 
subjects. Specific information relating to the individual’s 
experience of anger, last angry episode, frequency, mode and 
duration of outburst was collected. Questions relating to the 
individual’s background experiences of anger and triggers for 
angry outburst were also included. Criteria related to exclusion 
from safe group working was also collected via the assessment 
form ie. Head injury, mental illness, use of substance. More 
formal measures included:
3.2.1 Surrey Anger Scales (O’ Rourke 1994)
The Surrey Anger Scales (SAS) (O’Rourke 1994) is a self- 
report assessment which measures anger with a comprehensive 
assessment grounded in theory and designed specifically for 
applicability to clinical situations. Anger is defined as an 
emotion having cognitive, physiological, and behavioural 
components serving both adaptive and maladaptive functions. 
The SAS aims to provide a profile of people’s anger problems in 
order to enable practitioners to plan targets for intervention and 
change. Its use in this study is a measure of existing problems 
and to look at any differences in the profile following group 
intervention. The version of the SAS used in this study includes 
112 items divided into ten subscales. The ten dimensions of
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anger as measured by the SAS are: Expression, Provocation, 
Duration, Somatic Tension, Attitude, Control, Assault, 
Victimisation, Sensitivity and Consequences.
In more detail:
1. Expression Scale (E)
Individuals vary in the way they deal with and express anger and 
angry feelings. The Expression Scale attempts to measure the 
degree to which the individual is over or under controlled in 
relation to anger.
2. Provocation Scale (P)
A wide range of threats, frustrations and annoyances can 
activate anger. The Provocation Scale is designed to gauge 
how easily provoked to anger the respondent is.
3. The Somatic Tension Scale (SMT)
The presence of physical tension is predisposing for anger, 
aggression and assault. The Somatic Tension Scale measures 
the degree of awareness of physiological arousal when anger is 
activated.
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4. Duration Scale (D)
Once anger has been activated, it can be prolonged, intensified 
or revived by continued arousal. The Duration Scale seeks to 
identify individual differences in relation to the timescales of 
anger once aroused.
5. Irritability/Sensitiveness/Anger Proneness Scale (IRR)
The tendency to be irritable and oversensitive is a dimension of 
emotion that is related to anger, aggressive behaviour and 
assault. Irritability and oversensitiveness may lead to increased 
arousal in the face of small frustrations or annoyances.
6. Victimisation Scale (V)
An individual’s experience of other people’s anger or aggressive 
behaviours i.e. victimisation affects the way they themselves 
respond to anger arousal. It affects aggression tolerance and 
also their personal scheme as in relation to anger. The 
Victimisation Scale is made up of questions relating to a wide 
range of abuse and assault experiences in which the respondent 
is the victim.
7. Abuse and Assault Scale (AS)
The Abuse and Assault Scale uses self reported acts of abuse 
and assault to guage an individual’s assaultative history.
8. Attitude Scale (A)
The attitude scale assesses the degree to which the justification 
of assaultative behaviour is related to the attitudes that we have 
towards anger. The Attitude Scale assesses the degree to which 
the respondent sees the expression of anger as positive or 
negative. Those manifesting a high positive attitude are 
conceived as those who are not likely to excuse angry excesses.
9. Consequences Scale (CQ)
The behavioural/interpersonal outcomes of anger are an 
important element in the definition of anger as problematic or 
non-problematic. This scale assesses the degree to which the 
respondent links negative consequences to their own anger.
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10. Anger Control (C)
When anger is activated behavioural and cognitive responses 
and response inclinations play an important role in the outcome. 
In stressful situations, anger control or anger management 
depends on cognitive and behaviour problem solving strategies 
or skills. The anger control scale contains questions relating to 
adaptive and maladaptive reactions to anger. A high score 
indicated a rational style of anger control.
3.2.2 Preliminary Reliability and Validity Studies
O’Rourke et al (1994) carried out a pilot study based on 203 
SAS items, using a 217 general population sample. O’Rourke 
et al then refined the scales psychometrically and a revised 
version was then administered to samples for three nationalities, 
Iceland, Saudi Arabia and Britain. Table 2 shows the sample 
demographics. A total of 522 respondents took part in the 
second study. For the purposes of this paper only the British is 
looked at in greater detail. Table 3 shows the psychometric 
properties of each of the SAS scales. A good overall internal 
consistency was obtained for each scale with alphas ranging 
from .91 for victimisation to .79 for anger control. Table 4 
shows the test re-test reliability (stability) estimates and standard 
errors of measurement for the SAS.
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O’Rourke (1994) completed the Test re-test study with 55 
respondents and the time interval was three months. The results 
of the Test re-test reliabilities ranged from .89 for Assault to .56 
for expression indicating that some aspects of anger, eg 
Expression, Control and Provocation are not particularly stable 
over time and may in fact be influenced to some extent by 
context.
TABLE 2
Sample Demographics for
Surrey Anger Scales
British
Sample Size 206
Sex Male 99 48.05%
Female 107 51.94%
Age Maximum 16 Maximum 63 Median 35
Icelandic
Sample Size 140
Sex Male 86 61.43%
Female 54 38.57%
Age Maximum 21 Maximum 65 Median 39
Saudi
Sample Size 176
Sex Male 77 43.75%
Female 99 56.25%
Age Maximum 19 Maximum 66 Median 37
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TABLE 3
Psychometric Properties of the SAS using 
(N = 206)
a British Sample
Scale Mean S.D. Alphas No.of
Items
1. Expression 28.02 7.86 0.85 10
2. Provocation 32.87 7.82 0.85 12
3. Somatic Tension 22.10 6.87 0.84 10
4. Duration 27.46 7.96 0.82 11
5. Sensitivity 30.94 7.76 0.82 12
6. Victimisation 20.83 8.32 0.91 11
7. Abuse & Assault 20.27 7.96 0.89 12
8. Attitude 32.54 5.83 0.78 10
9. Consequences 28.26 7.25 0.84 13
10. Anger 38.03 6.72 0.79 12
TABLE 4
Reliability Estimates and Standard Errors of Measurement for 
SAS Scales for the British Sample
Scale Test Re-test Alpha S.E.M,
1. Expression 0.56 0.85 3.04
2. Provocation 0.57 0.85 3.03
3. Somatic Tension 0.80 0.84 2.75
4. Duration 0.78 0.82 3.38
5. Sensitivity 0.79 0.82 3.29
(Irritability)
6. Victimisation 0.84 0.91 2.50
7. Abuse & Assualt 0.89 0.89 2.64
8. Altitude Scale 0.77 0.78 2.73
9. Consequences 0.75 0.84 2.90
10. Anger Control 0.56 0.79 3.08
3.2.3 Rosenberg Self-Esteem Scale (1965)
A ten item self-assessment scale incorporating positively worded 
items and negatively worded items. An example of a positively 
worded item from the Rosenberg would be:
I feel I have a number of good qualities.
Strongly agree. Agree. Disagree. Strongly disagree.
A negatively worded item would be:
At times I think I am no good at all.
Strongly agree. Agree. Disagree. Strongly disagree.
‘Positively’ and ‘Negatively’ worded items are presented 
alternatively in order to reduce the effect of respondent set.
Rosenberg suggests that the items were selected on the basis 
that they “openly and directly dealt with the dimension of self- 
esteem’’. He claims that this offers a “logical validation” or 
“face validity”. However, Rosenberg also found high 
correlations between his measure and other data related to a low 
self-esteem. In particular, Rosenberg reports a significant
??7
association between self-esteem and the appearance of the 
individuals to others as “depressed”, “often gloomy”, or 
“frequently disappointed” using heavy scale descriptions. 
Rosenberg also reports a strong and consistent relationship 
between the self-esteem scale and a Gultman scale of 
“depressive affect” on a test re-test basis, similar reliability was 
reported by Rosenberg using the self-esteem scale and the 
physiological indicators of “neurosis” measure (used by the 
research branch of the US Army).
Rosenberg also positively correlated his self-esteem scale with 
“social invisibility” as rated by subjects from an American High 
School since he felt that the individual’s opinion is largely based 
on the opinion of those in her/his peer group.
4. RESULTS
The results section of this study is divided into three. Section 
one examines information related to compliance with research 
and demographic characteristics of the male and female sample 
groups.
Section two of the results deals with the data relating to the 
aims and hypotheses of the study. Psychological components 
regarding the sample groups’ attitude to anger and the self­
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esteem of the individuals will be examined. The behavioural 
components of the sample groups regarding their anger and 
their use of substances as a method of coping with their angry 
feelings will also be reviewed. Finally the environmental 
components relating to family background of inappropriately 
expressed anger and triggers for anger will be reviewed.
Section three contains graphs representing data collected from 
the sections of the Surrey Anger Scales that were not directly 
related to the aims and hypotheses of the study.
4.1 SECTION 1
Compliance with research.
In the initial interviews for the women’s group eight women 
were interviewed. One woman was excluded pre-group since 
she had a history of depression and was currently receiving a 
prescription for anti-depression from her GP. One woman 
agreed to take part in the workshop and then decided that she 
did not wish to attend due to problems in her personal life which 
she felt took priority. A further woman was excluded from the 
group following group three because she came to the group 
having had a drink and could not guarantee to be drink-free for 
the following groups. The three women who did not attend 
were followed up by their keyworkers at Options. The
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remaining five women continued through the workshop 
programme.
Nine men were interviewed for the male workshops. One man 
was excluded from the groups due to a severe head injury aged 
SVz years and his belief that his temper and violent behaviour 
was a part of his personality that he had no desire to change. 
One man was accepted for the workshop but failed to attend 
due to his relapse into drinking and hospitalisation for 
detoxification. One man left the workshops after two groups 
because he felt the programme wasn’t suitable for his needs. In 
all cases the men were followed up by their Options keyworker. 
The remaining six men continued and completed the workshop 
programme.
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TABLE 5
Demographic Characteristics of Women’s Sample Group
Subject Age Status Substance of choice Occupation
2 50 Married Alcohol Ladies hairstylist
3 45 Married Alcohol Telephonist/receptionist
4 37 Married Alcohol Housewife
5 46 Married Alcohol Civil Servant
6 49 Divorced Alcohol Nursing Sister
TABLE 6
Demographic Characteristics of M en’s Sample Group
ibject Age Status Substance of choice Occupation
1 38 Married Alcohol Nurse
2 36 Single Alcohol Nurse
3 33 Single Alcohol Painter & Decorator
4 47 Divorced Alcohol Unemployed
6 25 Married Heroin/ Amphetamines Window Cleaner
7 42 Divorced Heroin/Alcohol Builder
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4.2 SECTION TWO
Analysis of results in relation to aims and hypotheses. 
Psychological Components
(a) statistical analysis of the attitude scale of the Surrey Anger
Scales.
Total Sample Group
Pre-group Post-group
N 11 11
Mean 28.73 41.30
Standard deviation 6.9 3.1
Median 29.0 41.0
A Wilcoxon matched pairs signed ranks test yielded:
T = 0 Z = 2.934 significant at the 0.00335 level. The 
significance value of T=0 implies that the sample groups attitude 
towards the expression of anger has improved, (see graph 1 )
Graph One: Attitudes towards Anger
Percentage score
Men
Women
0 20 40 60 80 100
Men Women All
Pre 58 44 52
Post 78 71 75
Différence 20 27 23
(b) statistical analysis of the Rosenberg self-esteem scale. 
Total sample group. Positively worded items.
Pre-group Post-group
N 11 11
Mean 11.2 13.8
Standard deviation 2.12 1.8
Median 11.0 14.0
A Wilcoxon matched pairs signed ranks test yielded:
T = 0 significant at the 0.005 level. The significance of T=0 implies 
that the scores of positively worded items improved.
(c) Total sample group negatively worded items
Pre-group Post-group
N 11 H
Mean 15.3 9.0
Standard deviation 2.7 2.9
Median 16.0 9.0
A Wilcoxon matched pairs signed ranks test yielded:
T=0 significant at the 0.005 level. This implies that the scores for 
negatively worded items reduced.
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Behavioural Components
(d) statistical analysis of the control scale of the Surrey Anger 
Scales.
Total sample group
Pre-group Post-group
N 11 11
Mean 30.5 38.3
Standard deviation 10.05 9.6
Median 33 43
A Wilcoxon matched pairs signed ranks test yielded:
T=0 significant at the 0.005 level implying that the ability of the sample 
group to appropriately control their anger has improved, (see graph 2).
Analysis of reported actions of the individual when anger is out of 
control.
Graph Two: Appropriate Control
Percentage score
Women
0 20 40 60 80  100
Men Women All
Pre 66 56 61
Post 76 78 77
Difference 10 22 16
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Table 7 Actions when individual’s anger is out of control
Responses to anger
Subject Verbal Physical
W2 Sarcasm Storming out of room
W3 Screaming Tipped over table and 
smashed it
W4 Shouting Hitting people or things
W5 Raised voice Broke door
W6 Nag or moan -
Ml Shout viscious things
M2 Shout Assaulted a taxi driver
M3 Sarcasm -
M4 Shout Walk away before I hit 
someone
M6 Shout Hit walls
M7 Rant and Rave Hit people or things
(e) Analysis o f the role o f alcohol or substances in anger.
Question 6 of the semi-structured assessment form asked for 
details of the role of substance or alcohol misuse in anger. The 
responses were as follows:
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TABLE 8 The role of Substance abuse in anger
Alcohol or Substance
Subject Allowed expression Enabled acting Allowed feelings to
of feelings out of anger be buried
W2
W4
W5
M3
M6
M7
\Z
W3
xZ
\Z
W6 y /
Ml \ / X
M2 > /
> z
M4
xZ
xZ
(f) statistical analysis of the somatic tension scale of the Surrey
Anger Scales.
Pre-group Post-group
N H H
Mean 30.8 25.5
Standard deviation 8.76 7.0
Median 31 25
A Wilcoxon matched pairs signed ranks test yielded:
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T=2 significant at the 0.005 level implying that the sample groups 
tendency to experience somatic symptoms of Anger has reduced, (see 
graph 3).
Analysis of the Somatic symptoms reported in the semi-structured 
assessment
Table 9 Reported somatic symptoms
Somatic Symptoms Number of responses
Headache 1
Clenched teeth 8
Tight throat 3
Fluttery heart 1
Sweaty palms 3
Clenched fists 2
Stomach pains 6
Additional Symptoms Reported
Facial expression distorted 2
Chest tightness 3
Pulling out hair 1
Lightheaded 1
Nauseous 1
Aching neck and shoulders 3
Graph Three: Somatic Tension
Percentage score
Men
Women
() 10 20 30 40 50 60 7
Men Women All
Pre 66 56 62
Post 60 40 51
Difference -6 -16 -11
Environmental Components
(g) Analysis of difficulties expressing anger in the sample groups 
family backgrounds.
Question 10 of the semi-structured assessment asked for details of 
violence from the family background of the individual. The responses 
were as follows:
TABLE 10 Family backgrounds of sample group
Subject
W2
Violence present
>Z
Direct
xZ
Indirect Passive ‘sil 
treatment
W3 x / xZ
W4 xZ
W5 xZ
W6 xZ
Ml xZ xZ
M2 xZ
M3 xZ
M4 xZ xZ
M6 xZ xZ
M7 xZ z
O / I O
(h) analysis o f  environmental triggers for anger.
Question 8 of the semi-structured assessment asked for details 
regarding triggers for anger from the sample group. The responses 
were as follows:
TABLE 11 Triggers for anger reported by the sample group
Triggers Number of responses
Children 7
Finance 6
Housing 3
Health Problems 6
Relationships 10
Sex 4
P.M.T. 1
Disenpowering situations 2 
Work 3
4.3 SECTION THREE
Remaining data
This section comprises of graphs relating to the sub-scales of 
the Surrey Anger scales that were not directly related to the 
aims and hypotheses of this study.
Statistical analysis was not applied to the data in this section 
with the exception of the subscale relating to the awareness of 
the consequences of anger (graph 4). Statistical analysis was
Graph Four: Awareness of Consequences
Percentage score
Men
Women
() 20 40 60 8
Men Women All
Pre 60 55 58
Post 75 47 62
Difference 15 -e 4
Graph Five : Irritability /  Sensitivity
Percentage score
Women
0 20 40__________ 60__________ 80
Men Women All
Pre 73 77 75
Post 63 47 56
Difference -10 -30 -19
Graph s i x :  Expression of Anger
Percentage score
Men
Women
0 20 40 60 80
Men Women ! All
Pre 72 68 71
Post 66 46 57
Difference -6 -22 1 -14 ...
Graph Seven : Provocation
Percentage score
Men
Women
() 20 40 60 8
Men Women All
Pre 68 74 70
Post 57 63 59
Difference -11 -11 -11
Graph E igh t: Duration of Anger
Percentage score
Men
Women
() 10 20 30 40 50 60 70 8
Men Women All
Pre 68 60 65
Post 52 46 49
Difference -16 -14 -16
Graph Nine: Victim Beliefs
Percentage score
Men
Women
() 10 20 30 40 50 6
Men Women All
Pre 57 55 55
Post 50 42 46
Difference -7 -13 -9
Graph Ten: Tendency to Assault
Percentage score
Men
Women m m #
mm
() 10 20 30 40 50 6
Men Women All
Pre 52 47 50
Post 42 30 36
Difference -10 -17 -14
applied in this case to identify whether an apparent gender 
difference between the groups was significant.
i) statistical analysis of the awareness of consequences scale of the 
Surrey Anger Scales.
Pre-group Post-group 
N 11 11
Mean 34.6 37.2
Standard deviation 10.9 11.5
Median 35 43
A Wilcoxan matched pairs signed ranks test yielded:
T = 16 significant at the 0.05 level for a one tailed hypothesis implying
that awareness of the consequences of anger became greater.
5 DISCUSSION
5.1 This section of the study aims to provide a summary and
discussion of the results in relation to the aims and hypotheses, 
to compare the findings to existing empirical literature and to 
outline the limitations and implications for future research.
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Summary of results in relation to aims and hypotheses.
This study aimed to investigate the impact of education, 
identification and anger release upon a group of individuals who 
use alcohol or substance misuse as a coping strategy for dealing 
with angry feelings. It was hypothesised that the individuals 
involved would exhibit various components.
5.1.1 Psychological components.
1. Negative attitude about the benefits of expressing anger.
It can be seen from the data collected from the attitude scale of 
the Surrey Anger Scales and the statistics performed on the data 
that the individuals involved in the workshop programme 
became more positive in their attitude towards the benefit of 
expressing anger. This result supports the views of Lindenfield 
(1993) and her programme involving education about the 
benefits of expressing anger for the individual. It also supports 
the need for education and training expressed by Howells 
(1982b).
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2. Low reported self-esteem
It can be seen from the data obtained from the Rosenberg self­
esteem scale pre-group that the sample group held a low self­
esteem. The data collected post-group indicates that the sample 
groups self-esteem had been raised. This result supports 
Browne’s (1989) view that low self-esteem reduces the 
individual’s ability to express angry feelings.
5.1.2 Behavioural Components
3. Anger associated with being out of control or acting out.
The data collected from the semi-structured assessment 
interview implies that the sample group did associate anger with 
a feeling of being out of control and losing their tempers or 
acting out. It can be seen from the data collected from the 
control subscale of the Surrey Anger Scales that the sample 
groups ability to control their anger was improved. This result 
supports the view of Cooper (1994) that powerlessness or a 
feeling of being out of control will be associated with the 
individual’s view of their own anger.
4. Use of alcohol or substances to allow for expression of feelings, 
acting out of feelings or to bury feelings.
It can be seen from the data collected from the semi-structured 
assessment interview that the sample group tended to use 
alcohol to allow them to express feelings that they couldn’t 
when sober or drug-free. It was also noted that the sample 
groups experience of alcohol or substances was that it meant 
that the situation became worse and that it was more likely that 
they would act out their anger. This result supports the views 
of Archer (1994), Wolfgang and Strohm (1956), Megaregg 
(1966) and Blackburn (1971, 1989) that alcohol or substances 
allow the individual to express feelings of anger that they cannot 
express when sober or to help them bury angry feelings.
Somatic Symptoms of Anger
It can be observed from the data collected from the somatic 
tension scale of the Surrey Anger Scales and the data collected 
from semi-structured assessment interview that the sample 
group did exhibit somatic symptoms of anger and that this 
tendency was reduced following the workshop programme.
This result confirms the views of Madow (1975) and Lindenfield
(1993) regarding the somatization of unexpressed angry 
feelings.
5.1.3 Environmental Components
6. Family backgrounds reflecting violence and difficulties 
expressing anger.
The data collected from the semi-structured assessment 
interview shows that the sample group did have family 
backgrounds that reflect violence and difficulties expressing 
anger. This result confirms the findings of Dobash and Dobash 
(1984) regarding the individual’s social learning of violence or
aggression as a coping strategy for expressing anger.
7. Environmental Triggers
From the data collected from the semi-structured assessment 
interview it would appear that the sample group are able to 
identify various environmental triggers that initiate angry 
outbursts. This result confirms the findings of Browne (1989) 
that environmental triggers for anger will be identified by the 
individuals.
8. Awareness of consequences. ’
Interestingly although not originally included in the aims and 
hypotheses of this study a gender difference became apparant in 
that men became more aware of the consequences of their anger 
while women’s score on the awareness scale reduced. This
result would support the view of Cooper ( 1994) and Roth 
(1995) that women feel guilty as a result of expressing anger 
and could be said to be ‘over-aware’ of the consequences of 
expressing their anger. If this is the case then the data collected 
from this sub-scale could be said to highlight the need for 
women to feel less guilty about expressing their anger 
appropriately.
5.2 Findings in relation to existing Empirical literature
5.2.1 In the introduction to this study the tendancy to disguise our 
feelings of anger is described (Madow 1975). Madow calls 
these disguises modifications, indirect expressions or variations 
of depression. The subjects in this study described their use of 
substances as a method of either allowing pent-up feelings of 
anger to be expressed or to keep them under control.
5.2.2 Madow (1975) also describes the effects that storing anger has 
upon physical health. Amongst the physical symptoms Madow 
describes are headaches, gastrointestinal disorders, respiratory 
disorders, skin disorders, arthritis, disabilities of the nervous 
system and physical sickness. In this study some of the physical 
symptoms described included headaches, stomach pains, 
clenched teeth, tight throat and clenched teeth, chest tightness 
and aching neck and shoulders, lightheadedness and nausea.
5.2.3
5.2.4
Browne (1989) looked for triggers for anger in situations of 
poor housing, social isolation, financial difficulties, health 
problems and children. In this study the highest trigger for 
anger identified was relationships, followed by children, finance 
and health problems, sexual situations, housing and work 
problems, disenpowering situations and PMT.
Cooper (1995) describes how when people strive to repress 
their feelings of anger they become a ‘people pleaser’. The 
pressure of repressing feelings of anger become greater until an 
explosion of anger occurs. Based on the results of section three 
of the thesis subjects in this study demonstrated a belief that 
anger was not a useful emotion and that if at all possible one 
should refrain from expressing it. In conjunction with this the 
subjects also described outbursts of uncontrollable anger when 
their behaviour ranged from shouting and screaming to hitting 
people and/or things. Megargee (1966) describes how ‘over- 
control’ of angiy feelings results in violent outbursts. Megargee 
describes an individual who is excessively inhibited about 
expressing feelings of anger and hostility and suffers 
interpersonal friction silently or passively uintil control can no 
longer be maintained. From the results of this study it would 
seem that encouragement to rexpress hositle or angry feelings 
helps facilitate appropriate control of anger.
5.2.5 Novaco (1978) talks about the positive energising, expressive 
and potentiating aspects of anger that get overlooked because of 
our cognitive belief that anger is bad. Novaco sees the 
dysfunction that these cognitions causes to social relationships, 
physical and psychological growth and personal growth. In this 
study subjects changed their view about anger being a ‘bad’ or 
‘destructive’ emotion and described during the groups how 
these changes had positive effects upon their social relationships 
physical and psychological health and their feelings of personal 
efficacy. Novaco also talks about the consequences o f ‘over­
controlled’ anger in that it leads to victimization and 
provocation. In this study the results of the Survey Anger 
Scales subtests of victimization and provocation suggested that 
the subjects tendancy to overcontrol their feelings of anger had 
resulted in elevated feelings of victimization and provocation 
which were alleviated by a reduction in the tendancy to over­
control angry feelings.
5.2.6 Browne (1989) looks at the incidence of stressors such as family 
violence and low self-esteem. In this study ten out of the eleven 
subjects reported a background of family violence, six reported 
experiencing direct physical abuse and four experienced indirect 
violence. In addition all eleven subjects reported low self­
esteem.
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Limitations of this Study
The limitations o f this study include the following points:
. 1 Sample size
The sample group of five women and six men was small. When 
dealing with group work numbers are limited by workable group 
sizes and drop out. It would be useful to view this study as part 
of a larger project. If more groups were conducted it would 
allow for improvements in the information included in the 
groups and the structure of the groups.
It is also the case that those who continued through the groups 
were a small and very motivated group some of the differences 
in the before and after data could be attributed to the fact that 
group members were very keen to show that they had enjoyed 
and benefited from the groups. During the process of the 
groups they became a very tightnit and supportive group and 
maintained contact in between and following the end of the 
workshop programme. It is acknowledged that this may have 
enhanced the benefit gained from inclusion in the programme.
2 Nature of sample
It must be emphasised that the sample group were very selective 
in that they had all challenged their own addictive behaviour
before being included in the workshops. Although not all of the 
sample group were choosing total abstinence from their 
substance of choice all were able to adhere to the boundaries of 
abstinence during the workshops. The individuals who 
completed the course were very motivated to continue to 
challenge their own behaviour and their progress could not be 
compared with other groups where boundaries of abstinence are 
not applied or where individuals are still denying the impact of 
their addictive behaviour.
5.3.3 Semi structured assessment interview
On reflection it was felt that more emphasis could have been 
placed on examining the individual’s attitude to their own anger 
before inclusion in the group. Although an attitude scale 
assessed the individual’s view of the expression of anger the 
semi-structured assessment interview could have highlighted 
those individuals who saw their violent or aggressive behaviour 
as an asset. Much emphasis was placed on neurological damage 
and mental health issues as exclusion criteria but it would also 
seem logical to suggest that the safety of the group would be 
affected by an individual who sought permission for their own 
violence and aggressiveness.
1.4 Surrey Anger Scales
In this study only those sub-scales relating to the aims and the 
hypotheses were utilised. In a future study it would be 
interesting to assess performance on all sub-tests of the Surrey 
Anger Scales to see whether changes between pre and post 
workshops scores were significant. It may also be of benefit in 
future studies to assess the individuals mid-group. A mid-group 
assessment may help identify whether change is a gradual 
process or a result of having completed a very intensive 
programme of workshops.
.5 Client feedback
Although clients were encouraged to comment about their 
experience of the workshops during the last group and these 
comments noted, it was felt that a more formal method of 
feedback collection would be useful. Anonymous 
questionnaires that the sample group could either fill in at the 
last group or in their own time could be introduced in a future 
study.
.6 Small group work on sensitive issues
At the time of the workshops much emphasis was placed on the 
large group feedback being a supportive environment. It is 
however possible that some issues such as sex or pre-menstrual 
tension and their role within anger may not have been fully
discussed. A reticence to fully share within the group may have 
been due to the presence of a male facilitator or because women 
feel more able to share in smaller groups settings. In future 
workshops it may be useful to separate the women into two 
smaller groups one week; one dealing with issues such as sex 
and pre-menstrual tension facilitated by a woman and the other 
looking at other issues. The following session the groups could 
then be reversed.
.7 The Group Process
It must also be stated that the impact of becoming part of a 
group that was designed to look at issues surrounding anger will 
have had an impact upon the participants. Each group member 
brought examples of anger in their everyday life to the group 
and was supported by the other group members in dealing with 
this. As Powell (1987) points out sharing issues with group 
members makes an impact on the individuals sense of isolation 
that is not specifically part of the group design and the 
contribution that each individual group member makes to each 
other can not be claimed as belonging to the group design.
5.4 Suggestions for further research
Based on the results of this study and issues highlighted in its 
execution, the following suggestions for further research are 
emphasised.
5.4.2 It is important to note that the facilitators were very committed 
to the success of the workshops and due to the small size of the 
groups also became very committed to the individual success of 
each group member. The shared positive feeling about the 
programme and the participants may have acted upon the 
internal validity of the project. In future research it would be 
useful to either ask for initial assessment and post-group 
assessment to be conducted by other researchers unknown to 
the particpants and also to introduce interview reliability to 
ensure that such influences are as far as possible eliminated.
5.4.2 A continuation of workshop programmes would allow for better 
analysis of the usefulness of the content and execution of the 
groups.
5.4.3 Follow up after each workshop programme and re-assessment 
at this point would allow for analysis of whether changes made 
became less over time or more established as the individual 
continued to modify her/his behaviour.
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became less over time or more established as the individual 
continued to modify her/his behaviour.
5.4.4 Due to the strong bonding that occurred during the workshops 
and the researcher’s own knowledge that group members 
continued to offer support to each other following the end of 
the workshops, it is suggested that a support group set up by 
the individuals graduating from this first set of workshops and 
added to by each new set of graduates would allow analysis of 
the process of consolidation. Evaluation of such a support 
system would also allow for further recommendations on after 
care for those wishing to alter their addictive behaviour.
5.4.5 It would be interesting to see whether this workshop 
programme would also be of benefit to fields of working other 
than addiction. For example issues of unexpressed anger are 
often found in forensic samples, in the recently bereaved, adult 
survivors of sexual abuse and persistent truants.
5.4.6 It would also be interesting in view of the suggestions for 
further research contained in the MSc Study to apply the 
workshop programmes within the residential setting of a refuge 
for women survivors of psychological, emotional and 
behavioural abuse or indeed to the perpetrators of the abuse.
Conclusions
This study took as its subject evaluation of an anger workshop 
programme. The programme investigated whether education, 
identification and anger release had an impact on the individuals 
tendency to use substance misuse as a coping strategy for 
dealing with angry feelings. Previous research has looked at the 
benefit of this type of approach within inpatient and residential 
settings such as special hospitals and prisons but not in the 
community. It was found that the attitude of the individuals 
towards the benefits of expressing anger improved. The low 
self-esteem associated with poor expression of feelings also 
improved as did the sample groups ability to appropriately 
control their anger A reduction in the sample groups’ tendency 
to exhibit somatic tension around anger was noted as was a 
general shift towards a more appropriate awareness of the 
consequences of acting out their anger.
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App v i i
INFORMATION SHEET
You have been referred to the Anger Workshop Programme by your 
keyworker here at Options. This is because during your therapy you 
have identified that some of your difficulties relate to issues around 
anger. It could be that you find it difficult to control your anger or that 
you may be unable to express your anger as you would like to and as a 
consequence end up feeling resentful.
If you would like to take part in the Anger Workshop programme it 
would mean attending a series of eight weekly workshops held here at 
Options during the early evening. During the programme you will be 
given an opportunity to discuss your own issues around anger and also 
to learn techniques and skills for dealing with your anger in the future.
Before and after the workshops you will be asked to fill in a 
questionnaire relating to your own anger and your reactions around 
anger. The data collected from these questionnaires is completely 
confidential and will be used by Options for the purposes of research 
only.
If you decide not to take part in the programme this will not affect your 
therapy at Options in anyway.
Thank you for reading this information sheet.
I *wouldAvould not like to take part in the Anger Workshop 
programme and * give/do not give my consent for the results to be used 
for research purposes.
* delete as appropriate.............. signed
..................................... date
App v i i i
Surrey Anger Scales
© M O '4'%
Wc all become angry sometimes, some o f  us more often than others, and w  all express our 
anger in quite different ways. The ways that we express and cope with our anger effects 
different aspects o f  our lives. These include health, relationships and work.
This survey is intended to fin d  out how people experience and cope with their angry feelings. 
It iv divided into three sections, each one attempts to ask about a different aspect o f  anger. 
Although there may appear to be quite a fa v  questions in this survey it should not take you 
very long to complete. I f  you are unsure o f  your ansivcr to any question please ju st give it 
your best guess.
Many thanks fo r  your cooperation.
Please note that this survey is anonymous. You are not asked to supply your name. However, 
it would be useful to have the following information.....
What is your sex (M or F ) ...............  How old are you
What is your current job?.................................................
I f  not working at the moment, what was your last job?.
Are you (Tick one)
Married? (  ) Single? (  ). Cohabiting? ( )
Divorced/Separated? (  )  Widowed? (  )
Today's date
Please Turn Ova".
Section I.
People tend to experience anger differently. In this section wc are interested in your 
experience. The following statements are concerned with the ways you express anger. Please 
read each statement below and place a number behvecn I and 5 in the brackets provided
which best describe you. Please use the following scale:
1 2 3 4 5
1. I am still angry about things that happened to me years ago...... (
2. I am often angrier than I let on ................................. (
3. I become angry when I am tired.................   (
4. When I am becoming angry I am aware of sweating................... (
5. I am inclined to be too sensitive to criticism/unkind comments...(
6. When I am angry I try to analyze the source of my feelings....... (
7. When someone upsets me I tend to bear a grudge......    .(
8. I tend to hide my anger........................ .................. (
9. I become angry when I think people are looking down on me ....... (
10. When I am becoming angry I am aware of physical changes.......... (
11. I have got a chip on my shoulder........ ........................ (
12. When I am angry I talk myself into staying calm..................(
13. Usually my anger is short lived.................................. (
14. When I am angry I tend to take it out on myself.................. (
15. I tend to become angry when I have to make changes to my plans...(
16. When I am becoming angry I am aware of trembling in my limbs (
17. I get a kind of "angry" feeling for no good reason............... (
18. I can usually get other people to see all sides of a situation...(
19. I tend to stay angry with people for a long time................. (
20. I tend to bottle up my anger...................................... (
21. Noisy people make me angry........................................ (
22. When I am becoming angry I am aware of getting hot and sweaty....(
23 . I tend to worry about things ..............   (
24. I can say no to people who make unreasonable demands without
becoming angry   ( j
Please Turn Over.....
Very Unlike Me Very Like Me
1 2 ^ 4 5
25. I tend to become angry some time after the event....
26. When angry I give people the silent treatment.....
27 . Inconsiderate/thoughtless people make me angry......
28. When I am becoming angry I am aware of feeling light headed.....
29. My anger tends to simmer for a long time............
30. When I become angry I tend to seethe quietly........
31. I tend to become angry when I have been drinking....
32. When I am becoming angry I am often aware of feeling frightened..
33 .
34 .
35. People who know it all make me angry................
3 6. when I am becoming angry I feel tension in my body...
37. I often feel angry without knowing the reason why....
38. When I am angry I tend to try and laugh it off......
39. Once I blow my top I am quickly back to normal......
4 0 . I feel angry more often than people are aware of.....
41.
42. when I am becoming angry I am aware of my heart pounding..... .
4 3 . After being angry thoughts go round and round in my head........
44. When I am angry I try to control my temper..........
45. When I have been angry I take a long time to calm down again....
46 . My anger often comes out in a secretive way.........
47 .
48 . I always try to look for constructive ways to expressi my anger...
50. I can get over anger without getting too upset......
51. I remember things that make me angry for a long time afterward...
52 . I tend to become quiet when I am angry..............
53.
Please Turn Over.
Very Unlike Me Very Like Me
1 2  3 ^ 5
54. when I am becoming angry I am often aware of feeling excited
55. My moods are very changeable................................
56. when I am angry I try to stay clear headed.................
57. People who stare at me make me angry........................
58. I tend to look on the black side of things..................
59. When I am becoming angry I feel myself preparing for a fight
60. I go over past problems and brood about what has happened...,
61. Nosy people make me angry....................................
62. I tend to make mountains out of molehills...................
63. I can control my anger................ ......................
64. I become angry when people make demands on me...............
65. I feel more tired than other people..........................
Please Turn Over.
Section 2.
In this section we are interested in how often you become involved in angry interactions. In 
this section we are also interested in finding out how anger might lead to certain actions and 
consequences.
Please read each statement below and place a number between I  and 5 in the brackets 
provided which best describes how often the description fits  you (ranging from  NEVER to 
VER Y OFTEN). Please use the following scale:
1 2 3 4 5
1. Have you .felt embarrassed by your anger?.........;............. (
2. Have you kicked another person in anger?.......................... (
3. Have you been choked by another person?........................... (
4. Has your anger got you into trouble with the law?.................(
5. Have you threatened to hit someone?............................... (
6. Have you been thrown around by someone in anger?..................(
7. Have you had to apologize to people for being angry?..............(
8. Have you thrown someone around?..........................  (
9. Has someone used a weapon against you?........ "...................(
10. Have you felt guilty because of your actions when angry?.......... (
11. Have you pushed or grabbed someone in anger?......................(
12. Have you been kicked by another person?........................... (
13. Has your anger caused problems at home?........................... (
14. Have you said things to deliberately scare another person?........ (
15. Have you been insulted by someone?................................ (
16. When you get angry does it do more harm than good?............... (
17. Have you choked another person in anger?..........................(
18. Has someone thrown or smashed something in anger at you?......... (
19. Has your anger caused problems with friends?..................... (
20. Have you slapped hit or punched someone?..........................(
21. Has someone said things to deliberately scare you?............... (
22. Have- you put your "foot in it" through anger?.................... (
Please Turn Over.....
Never Very Often
1 2 3 4 5
2 3 .  Have you threatened to break something belonging to someone else?
24. Have you been pushed or grabbed by someone in anger?.......
25. do people avoid you because of your anger?....... ...............
2 6 .  Have you threatened to kill someone?..........................
27. Has someone threatened to hit you?.........................
2 8 .  Have you lost friends because of your anger?........................
29. Have you used a weapon against someone in anger?.................
30. Have you been slapped hit or punched by someone?.................
31. Has your anger caused problems at work?..........................
32. Have you thrown or smashed something in anger?......................
33. Has someone threatened to break something belonging to you?.....
34. Have people made negative comments about your anger?.............
3 5 . Have you threatened someone with a weapon in anger?..............
36. Have you been threatened with a weapon?..........................
Please Turn Over.
Section 3.
A GREE). Please use the following scale:
Strongly
disagree
Strongly
agree
1 2 3 4 5
1. Anger should be expressed ...............................
2. It is healthy to express your anger......................
3. When people are angry they can not think straight.......
4. it is dangerous to get angry "because anger can get out of 
control ..................................................
5. Becoming angry shows that you are out of control........
6. Anger can be very useful for getting things done........
7. Anger can be a very creative emotion.....................
8. strong anger is always destructive....................
9. it is useful to get angry sometimes......................
10. Anger never did anyone any good....... ..................
11. people who show their anger are weak.....................
This completes the survey. Thank you very much fo r  your cooperation. 
I f  you have any comments please make them below:
ROSENBERG SELF-ESTEEM SCALE
Below are a num ber of s ta tem en ts  w hich people make about them selves. Read each  s ta tem en t and tick 
the  box w hich ind icates how  you agree or d isagree with w hat it say s .
COMMENT FREQUENCY
Strongly
agree Agree Disagree
Strongly
disagree
1. At tim es 1 think 1 am no good a t all □ □ □ 0
2. 1 feel 1 have a number of good qualities □ □ □ □
3. 1 am  able to  do things as well as m ost 
people □ □ □ □
4. 1 feel 1 do not have much to be proud of □ □ □ □
5. 1 certainly feel useless a t times □ □ □ □ ,
6. 1 feel th a t 1 am  a person of w orth, a t least 
on an equal plane with others □ □ □ □
7. 1 wish 1 could have more respect for 
myself □ □ □ □
8. All in all, 1 am inclined to feel tha t 1 am a 
failure □ □ □ □
9. 1 take a positive attitude tow ards myself □ □ □ □
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ASSESSMENT FORM - ANGER WORKSHOP
How would you describe the difficulties that you are currently 
experiencing?
When was the last time that you felt angry?
What did you do about it?
When did you last express your anger?
What did you do? Physical?
Verbal?
Is alcohol/substance misuse involved?
What effect does this have on the situation?
Do you know what triggers your anger?
Children
Finance
Housing
Health Problems
Relationships
Sex
PMT
Disempowering situations.
How has this affected you?
Was violence in your family background?
Frequency of outbursts 
Duration “ “
Mode of Response
12) Physical Manifestation o f  Anger
Indicate where you feel the physical effects of anger.
1. Headache
2. Clenched teeth
3. Tight throat
4. Fluttery heart
5. Sweaty palms
6. Clenched fists
7. Stomach pains
please tick which physical symptoms of anger you experience.
13. Do you feel that you are not listened to?
14. Do you feel in control?
15) When referred to this group you saw some of your difficulties
related to..........
Has this area of your life a) got better?
b) got worse?
c) stayed the same?
16) You also mentioned.........
Has this got better a) got better?
b) got worse?
c) stayed the same?
Contraindications
H I. (Age)
Mental Illness
ANGER WORKSHOP CONTRACT
During each workshop the following ground rules will apply:
No smoking during groups
Confidentiality of information shared in the groups
Commitment to all groups except in exceptional circumstances
No discussion about the group with either facilitator or other group 
members between groups
No leaving the room during groups
No alcohol or illegal drugs
Punctuality to be observed
No discriminatory language
No attacking or rescuing, everybody remains responsible for themselves 
The groups will run for 8 weeks
The groups will be of two hours duration, with a 15 minute break in the 
middle. Tea/coffee will be available.
I have read the above and agree to adhere to the ground rules of the group. 
Signed...............................................................
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THE JOURNEY SCRIPT
What is anger?
Where does it come from?
What do we do with it?
Am I allowed to be angry?
Is it good?
The Journey. We begin as children, up to a certain age we are free to 
express that wonderful, warm emotion, anger. Nothing grows without 
anger, nothing changes without anger. What happens to it?
Were we told anger was bad?
were we punished when we were angry?
Gradually we begin to learn coping mechanisms. As we grow older we lose 
the innocence, the necessity of warm anger. Frustration, internalisation, we 
destructively turn our anger in on ourselves. Beneath internalised anger is 
invariably tremendous hurt.
As we continue to grow up and continue to internalise our anger it builds 
up and becomes a rage. The anger turns into a volcano that can be 
triggered off by anything. Triggers can sometimes be memories.
What happened to me? Where is that child now? The adult feels as if their 
heart is at -10. The individual feels the need to rid themselves of the stored 
anger and rage that has become compounded during our life. We seek to 
rid ourselves of the anger knowing that if we do not the compounded anger 
will become like a stone within our chest.
Compounded anger in many ways becomes polar; swinging from rage to 
iceberg. Either way the compounded feelings will damage us, physically, 
emotionally and spiritually.
The anger we fear most is our own. Once we can acknowledge, accept and 
free ourselves from the anger by grieving whatever is necessary for the 
individuals then we can again return to expressing the wonderful emotion 
of anger without fear.
This workshop is for you. It is hoped that by releasing your anger and 
getting beneath it you can then bring the child from the darkness into the 
light.
What stops many people during their life journey is fear of change. What 
also gets in the way is the adult head rationalising and reasoning our 
situation. It is only when we can acknowledge and embrace the frightened 
child will we then move forward into the most wonderful relationship of all, 
the relationship with self.
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Once again we will have the tools to express how we feel appropriately 
without damaging ourselves or others. It is necessary to remember that we 
are not responsible for how we feel but we are responsible for what we do 
with those feelings. When we express them appropriately and honestly our 
responsibility stops there.
May your journey within be a voyage of discovery that will enable you to 
be true to you.
HOW I SEE MYSELF HOW OTHERS SEE ME
MY LIFE
THE PRECIOUS PRESENT 
BY
SPENCER JOHNSON MD
Once there was a boy who listened to an old man. And, thus, began to
learn about The Precious Present.
“It is a present because it is a gift”, the contented man explained.
“And it is precious because anyone who receives such a present is happy 
forever”.
“Gosh!”
the little boy exclaimed. “I hope someone gives me The Precious Present. 
Maybe F 11 get it for Christmas”.
The boy ran off to play.
And the old man smiled.
He liked to watch the little boy play. He saw the smile on the youngster’s 
face and heard him laughing as he swung from a nearby tree.
The boy was happy.
And it was a joy to see.
The old man also liked to watch the boy work.
He even rose early on Saturday mornings to watch the little labourer mow 
the lawn across the street.
The boy actually whistled while he worked. The little child was happy no 
matter what he was doing.
It was, indeed, a joy to behold.
When he thought about what the old man had said, the boy thought he 
understood.
He knew about presents.
Like the bicycle he got for his birthday and the gifts he found under the tree 
on Christmas morning.
But as the boy thought more about it, he knew the joys of toys never last 
forever.
The boy began to feel uneasy.
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“What then”, he wondered, “is The Precious Present? What could possibly 
make me happy forever”?
He found it difficult to even imagine the answer. And so he returned to ask 
the old man.
“Is the Present a magical ring? One that I might put on my finger and make 
all my wishes come true?”
“No”, he was told.
THE PRECIOUS PRESENT HAS NOTHING TO DO WITH WISHING.
As the boy grew older he continued to wonder. He went to the old man.
“Is the Precious Present a flying carpet?” he inquired. “One that I could get 
on and go any place that I liked?”
“No”, the man quietly replied.
WHEN YOU HAVE THE PRECIOUS PRESENT YOU WILL BE 
PERFECTLY CONTENT TO BE WHERE YOU ARE.
The boy was becoming a young man now, and felt a bit foolish for asking, 
but he was uncomfortable. He began to see that he was not achieving what 
he wanted.
“Is the Precious Present”, he slowly ventured, “a sunken treasure? Perhaps 
rare gold coins buried by pirates long ago?”
“No, young man”, the old man told him. “It is not”.
THE RICHNESS IS RARE, INDEED BUT... THE WEALTH OF THE 
PRESENT COMES ONLY FROM ITSELF.
The young man thought for a moment. Then he became annoyed.
“You told me”, the young man said, “that anyone who receives such a 
present would be happy forever. I never had such a gift as a child”.
“I’m afraid you don’t understand”, the old man responded.
YOU ALREADY KNOW WHAT THE PRECIOUS PRESENT IS.
YOU ALREADY KNOW WHERE TO FIND IT.
AND YOU ALREADY KNOW HOW IT CAN MAKE YOU HAPPY.
YOU KNEW IT BEST WHEN YOU WERE A SMALL CHILD.
YOU HAVE SIMPLY FORGOTTEN.
The young man went away to think.
But as time passed, he became frustrated, and finally angry.
He eventually confronted the old man.
“If you want me to be happy”, the young man shouted, “why don’t you just 
tell me what the PRECIOUS PRESENT is?”
“And where to find it?” the old man volleyed.
“Yes, exactly”, the young man demanded.
“I would like to”, the old man began. “But I do not have such power. No 
one does.
“Only you have the power to make yourself happy”, the old man said.
“Only you”.
THAT PRECIOUS PRESENT IS NOT SOMETHING THAT SOMEONE 
GIVES YOU.
IT IS A GIFT THAT YOU GIVE YOURSELF.
The young man was confused, but determined.
He resolved to find the Precious Present himself.
And so....
He packed his bags.
He left where he was. And went elsewhere.
To look for the Precious present.
After many frustrating years, the man grew tired of looking for the Precious 
Present.
He had read all the latest books.
And he had looked in the Financial Times.
He had looked in the mirror.
And into the faces o f other people.
He had wanted so much to find The Precious Present. He had gone to 
extraordinary lengths.
He had looked for it at the tops of mountains and in cold dark eyes.
He had searched for it in dense, humid jungles. And underneath the seas.
But it was all to no avail. His stressful search had exhausted him. He even 
became ill occasionally. But he did not know why.
The man returned wearily to the old man’s side.
The old man was happy to see him. They often laughed out loud together. 
The young man liked to be with the old man. He felt happy with himself.
It wasn’t that the old man’s life was so trouble-free. He didn’t appear to 
have a lot of money. He seemed to be alone most of the time. In fact, 
there was no apparent reason why he was so much happier and healthier 
than most people.
But happy he was. And so were those who spent time with him.
“Why does it feel so good to be with him?” the young man wondered. 
“Why?”
He left wondering.
After many years, the once-young man returned to inquire further. He was 
now very unhappy and often ill. He needed to talk with the old man.
But the old man had grown very, very old.
And all too soon, he spoke no more. The wise voice could no longer be 
heard.
The man was alone.
At first he was saddened by the loss of his old friend.
And then he became frightened. Very frightened.
He was afraid that he would never learn how to be happy.
He finally accepted what had always been true. He was the only one who 
could find his own happiness.
The unhappy man recalled what the happy old man had told him so many 
years ago.
But as hard as he tried he could not work it out....
He tried to understand what he had heard.
THE PRESENT HAS NOTHING TO DO WITH WISHING.....
WHEN YOU HAVE THE PRESENT YOU WILL BE PERFECTLY 
CONTENT TO BE WHERE YOU ARE.....
THE RICHNESS OF THE PRESENT COMES FROM ITS OWN 
SOURCE....
THAT PRESENT IS NOT SOMETHING THAT SOMEONE GIVES TO 
YOU....
IT IS SOMETHING YOU GIVE TO YOURSELF......
The unhappy man was now tired of looking for THE PRECIOUS 
PRESENT.
He had grown so tired of trying, that he simply stopped trying.
And then, it happened! He didn’t know why it happened when it happened! 
It just. .. happened!
He realised that the Precious Present was just that:
THE PRESENT
Not the past; and not the future, but 
THE PRECIOUS PRESENT
In an instant the man was happy. He realised that he was in THE 
PRECIOUS PRESENT.
He raised both hands triumphantly into the cool, fresh air. He was 
joyous....
For one moment....
But then, just as quickly as he had discovered it, he let the joy of the 
present moment evaporate.
He slowly lowered his hands, touched his forehead, and frowned.
The man was unhappy - again.
“Why”, he asked himself, “didn’t I see the obvious long ago? Why have I 
missed so many precious moments?
“Why has it taken me so long to live in the present?”
As the man remembered his fruitless travels around the world in his search 
for THE PRECIOUS PRESENT, he knew how much happiness he had 
lost.
He had not experienced what each special time and place had to offer. He 
had missed a great deal.
And he felt sad.
The man continued to berate himself. And then he saw what he was doing.
He observed that he was trapped by his guilt about his past.
When he became aware of his unhappiness and of his being in the past he 
returned to the present moment.
And he was happy.
But then the man began to worry about the future.
“Will I”, he asked, “be able to worry about the future.
“Will I”, he asked, “be able to know the joy of living in THE PRECIOUS 
PRESENT tomorrow?”
Then he saw he was living in the future and laughed - at himself.
He listened to what he now knew. And he heard the wisdom of his own 
voice.
IT IS WISE FOR ME TO THINK ABOUT THE PAST AND TO LEARN 
FROM MY PAST
BUT IT IS NOT WISE FOR ME TO BE IN THE PAST 
FOR THAT IS HOW I LOSE MYSELF.
IT IS ALSO WISE TO THINK ABOUT THE FUTURE AND TO 
PREPARE FOR MY FUTURE
BUT IT IS NOT WISE FOR ME TO BE IN THE FUTURE
FOR THAT, TOO, IS HOW I LOSE MYSELF.
AND WHEN I LOSE MYSELF. I LOSE WHAT IS MOST PRECIOUS 
TOME.
It was so simple and now he saw it. The present nourished him. But the 
man knew it was not going to be easy.
Learning to be in the present was a process he was going to have to do 
over and over.... again and again until it became a part of him.
Now he knew why he had enjoyed being with the old man.
The old man was totally present when he was with the younger man.
The old man was not thinking about something else or wishing he was 
somewhere else.
He was fully present.
And it felt good to be with such a person.
The younger man smiled at himself, the way the old man used to smile.
He knew.
I CAN CHOOSE TO BE HAPPY NOW OR I CAN TRY TO BE HAPPY 
WHEN...OR IF. .. The man chose NOW!
And now the man was happy. He felt at peace with himself.
He agreed to savour each moment in his life... the apparently good and the 
apparently bad ...
Even if he didn’t understand. For the first time in his life, it didn’t matter.
He accepted each of his precious moments on this planet as a gift.
I KNOW THAT SOME PEOPLE CHOOSE TO RECEIVE
THE PRECIOUS PRESENT WHEN THEY ARE YOUNG. OTHERS IN 
MIDDLE AGE. AND SOME WHEN THEY ARE VERY OLD.
SOME PEOPLE SADLY NEVER DO.
I CAN CHOOSE TO RECEIVE THE PRECIOUS PRESENT 
WHENEVER I DECIDE TO.
As the man sat thinking, he felt fortunate.
He was who he was where he was.
And now he knew!
He would always be WHO he was WHERE he was.
He listened again to his thoughts.
THE PRESENT IS WHAT IS
IT IS VALUABLE EVEN IF I DO NOT KNOW WHY.
IT IS ALREADY JUST THE WAY IT IS SUPPOSED TO BE.
WHEN I SEE THE PRESENT, ACCEPT THE PRESENT, AND 
EXPERIENCE THE PRESENT.
I AM WELL, AND I AM HAPPY.
PAIN IS SIMPLY THE DIFFERENCE BETWEEN
WHAT IS 
AND
WHAT I WANT IT TO BE
WHEN I FEEL GUILT OVER MY IMPERFECT PAST, OR I AM 
ANXIOUS OVER MY UNKNOWN FUTURE, I DO NOT LIVE IN THE 
PRESENT. I EXPERIENCE PAIN. I MAKE MYSELF ILL.
AND I AM UNHAPPY.
MY PAST WAS THE PRESENT.
AND MY FUTURE WILL BE THE PRESENT.
THE PRESENT MOMENT IS THE ONLY REALITY I EVER 
EXPERIENCE.
AS LONG AS I CONTINUE TO STAY IN THE PRESENT.
I AM HAPPY FOREVER.
BECAUSE FOREVER IS ALWAYS THE PRESENT.
THE PRESENT IS SIMPLY 
WHO I AM
JUST THE WAY I AM....
RIGHT NOW.
AND IT IS PRECIOUS.
I AM PRECIOUS.
I AM THE PRECIOUS PRESENT.
It was as though he could hear the old man talking.
And then he smiled. And his smile widened. And he laughed.
He felt a great joy.
He knew he was listening, not to the old man.... but to himself.
It felt good for him to be with himself - just the way he was.
He felt he knew enough. He felt he had enough. He felt he was enough 
NOW.
He had finally found THE PRECIOUS PRESENT.
And he was completely happy.
Several decades later. ..
The old man had grown into a happy, prosperous, and healthy old man. 
One day a little girl came by to talk to him.
She liked to listen to “the old man”, as she called him.
It was fun to be with him.
There was something special about him. But she didn’t know what it was. 
One day the little girl began to really listen to the old man.
Somehow she sensed something important in his calm voice.
He seemed very happy.
The little girl couldn’t understand why. “How could someone so old”, she 
wondered, “be so happy?”
She asked and the old man told her why.
Then all of a sudden, the little girl jumped up and squealed with delight!
As the girl ran off to play, the old man smiled. For he heard what she had 
said...
“Gosh!” she said.
“I hope someday someone gives me. ..
THE PRECIOUS PRESENT
THE BEAR AND THE THORN
Once upon a time in a forest not far away there lived a very fuzzy bear. 
Now bears usually go lumbering through the forest on all four legs, but this 
bear always seemed to be limping, as if something was wrong with her right 
front paw. Other animals would question why she walked with a limp and 
the bear would reply, “I don’t limp” or, depending on how she felt at the 
moment, “I don’t know why I limp”. Sometimes the bear could sense pain 
deep down inside her paw and she would hold it up and look at it, but she 
saw nothing unusual. It looked just like her other paws, with scarcely any 
signs of scars or cuts or problems that would cause her to limp.
Now this bear also had problems getting along with the other bears in the 
forest. She didn’t want to tumble and play with the others, and didn’t 
understand why any bear would want to tumble with another bear. She 
didn’t even enjoy getting honey out of trees. Often the bear felt a deep 
sadness within her, but she wasn’t quite sure why. She seemed unable to 
feel the feelings that other bears told her they had or to enjoy life as other 
bears seemed to.
One day as she was walking down a path with nowhere in particular to go, 
the bear came upon a little cub who had fallen into a clump of prickly 
bushes and now had a huge and sharp thorn lodged in its paw. The little 
cub was whimpering and crying because it was very afraid and did not seem 
to know what to do to get rid of its pain. Gently the bear held the little cub 
and pulled the thorn out of the paw. The cub whimpered and cried for 
some time after the thorn was removed, and the bear watched and 
comforted the cub as the bleeding stopped and the wound began to heal.
All at once as the bear looked down at the young cub, from deep within her 
in the hidden comers of her memory, a picture from the past began to 
appear - a picture from a time when she, too, had fallen into a prickly bush 
and lodged a huge thorn deep within the pad of her right front paw. The 
memory became clearer as she realised that when she was younger she 
didn’t know how to get anyone to help her. So gradually the skin on her 
paw grew around the thorn, covering up the thorn and also covering up the 
knowledge that it was even there. But the sharp object lay deep within her 
paw, surrounded by infection that spread throughout her whole body, 
leaving only numbness instead of feelings of being a bear.
As she found this memory, the bear understood what she had to do. She 
soon helped the little cub find its mother and then set off to find other bears 
in the forest and ask for their help in removing the thorn. Before long, she 
managed to find a bear who had much experience in thorn removal. “This 
is going to hurt some,” said the wise bear. “It’s been buried so long that as 
we bring it up you may wonder if you shouldn’t leave it in place so you 
won’t have sharp pain now”. But, she went on, “this thorn has hurt you far 
more than you now understand. It must come out so that the infection that 
it caused in your body can be healed”. Then, using pressure and
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persuasion, the wise bear eased the sharp thorn nearer and nearer to the 
surface of the lonely bear’s paw until at last it was visible and could be 
removed. The other bears helped, too, and before long every bit of the 
thorn was out.
Getting all of the pieces of the thorn out after such a long time was painful, 
but the bear understood that in order for her pain to be completely gone 
every bit of the long embedded thorn had to be released from her paw. As 
she began to heal her paw sometimes hurt, but she noticed that each day 
she felt better and better. It was amazing - she was experiencing feelings in 
a new way and seeing the world through the eyes of a bear who was 
healthy and who, at last, loved being a bear. And to make sure she learned 
from her experience she told other bears how powerful a mind can be to 
hide the pain of a thorn buried deep in a paw. For she understood the 
lesson of the thorn that pain not remembered can be the most destructive 
pain of all.
KING BABY
Who is King Baby
In the womb we are the centre of the universe, we are cared for simply 
because we exist, fed, warm, comfortable and content.
In infancy our loud screams for food, attention and care are answered 
immediately. If not we simply scream louder, again we are the centre of the 
universe and our wishes are all important.
Through the natural maturing process most of the King Baby mentality is 
discarded for more appropriate ways of coping.
For some of us we advanced through physical growth without shedding the 
King Baby mentality and will try again and again to experience that all 
needs are met on demand.
King Baby Characteristics
1. Often become angry at or afraid of authority figures and will 
attempt to work them against each other in order to get their own 
way.
2. Seek approval and frequently lose their own identities in the 
process.
3. Are able to make good first impressions but are unable to follow 
through.
4. Have difficulty accepting personal criticism and become threatened 
and angry when criticised.
5. Have the sort of personality which seems driven to extremes.
6. Are self-rejecting or self-alienating.
7. Are often immobilised by anger and frustration and are rarely 
satisfied.
8. Are usually lonely even when surrounded by people.
9. Are chronic complainers and blame others for what is wrong with 
their lives.
10. Feel unappreciated and think they don’t fit in.
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11. See the world as a jungle filled with people who “aren’t there” for 
them.
12. See everything as a catastrophe, a life and death.
13. Judge life in absolutes: black or white, right or wrong.
14. Live in the past while fearful of the future.
15. Have strong feelings of dependence and exaggerated fears of 
abandonment.
16. Fear failure and rejection and don’t try new things that they might 
not do well.
17. Are obsessed with money and material things.
18. Dream big plans and schemes and have little ability to make things 
happen.
19. Cannot tolerate illness in themselves or others.
20. Prefer to charm superiors and to intimidate subordinates.
21. Believe rules and laws are for others, not for themselves.
22. Often become addicted to excitement - life in the fast lane.
23. Hold emotional pain within and lose touch with their feelings. 
Frightened Child versus King Baby
Within many people is the scared, lonely, shamed boy or girl who whispers 
self-defeating thoughts based on a lifetime of negative messages.
Constantly comparing ourselves to others and feelings we don’t measure 
up. Feelings of worthlessness, self-blame and “I don’t belong” become a 
central part of our personalities. King Baby emerges as a reaction to these 
feelings of inadequacy and shame. As we strive to be accepted by others 
we begin to seek things from the outside to make us feel better inside. 
External things are sought to fill the void that is inside, but nothing is 
enough for the scared child within us.
Seeing this as a weakness, the King Baby part will attack and push aside the 
scared child and by denying these feelings King Baby will ultimately block 
out the fact that the scared child exists.
The Inner Struggle
Understanding King Baby is difficult are things as never as they appear on 
the surface. There are two prime motivating factors.
1. The scared lonely child who does not want to be hurt anymore.
2. The King Baby who is never satisfied. When the frightened child 
hears the word “no” an inner message tells us we are bad, we feel 
loved when we are pampered and unloved when we are scolded.
When criticised King Baby insists on us having our own way, if we were 
loved others would let us have our own way.
Both of these drives, the King Baby and the frightened child, are satisfied 
temporarily if we create the person we believe others want us to be. The 
long-term goal is based on the scared little child regaining self-worth and 
learning to control the King Baby behaviour.
The Problem
Immaturity, a problem for many of us is the strong hold of King Baby.
WE NEED TO RECOGNISE THIS TENDENCY AND OVERCOME IT 
IF WE ARE TO CONTINUE OUR DISCOVERY OF SELF.
To help us recognise it here are a list of its traits.
1. We are right and everyone else is wrong.
2. We make judgements decisions for ourselves and others.
3. “I want what I want, when I want it”.
4. Living in the past worrying about the future.
5. Running away from fear.
6. I’ll do it my way!
7. Over reacting when things don’t go the way I think they should.
8. Re-writing “rules” and programmes.
9. Forgetting that our own growth is the number one priority.
10. Complicating things.
11. Taking others interventories and pointing out when they are wrong.
12. “Little white lies are OK”.
13. Justifying grudges and holding on to them.
14. Telling people what we think they want to hear.
15. Quitting meetings and groups.
16. Forgetting gratitude.
The Way Out
Self confrontation and awareness of when we are in King Baby mode is the 
beginning of the way out.
Sharing with others our true thoughts and feelings and asking them to point 
out when we are “in” King Baby.
“I can’t, we can” thinking is the way out of the trap.
As King Baby realises that he can no longer win he begins to feel hopeless 
and helpless, and we can at that point harness the power of King Baby to 
find the way that will work for us.
Healing the Scared Child
Once King Baby has relinquished his grip we can again get access to the 
hurt child that has been for so long ignored. We can let ourselves see that 
frightened child huddled and crying in a dark comer and gently let him 
know we are there and that it is going to be alright, that he is safe and 
loved.
It is hard work changing our whole lives, but slowly the scared child gains 
in confidence and self-respect.
An awareness of personal dignity begins to bloom. It happens through self- 
discovery, self-discipline, self-forgiveness and self-acceptance.
Gradually the scared little child takes the opportunity to develop self-love.
EQUIPMENT SHEET
A soft ball or toy 
Presentation board 
Large A3 pads of paper 
Felt pens
Portable compact disc and cassette player
Four hand held drums
Four large cushions
Black plastic sack
Six candles and candle holders
Six pens and drawing pads
Six A4 sized frames
Cakes and fizzy drinks
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Co-FacilitatorCourse Facilitator
Elizabeth Scott-Gliba 
Clinical Psychologist
Bryan McHugh 
Anger Consultant
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ROSENBERG SELF ESTEEM SCALE 
TOTAL SAMPLE GROUPS RESULTS
1st assessment 2nd assessment
+ve scale -ve scale +ve scale. -ve scale
W2 16 10 16 5
W3 11 18 16 5
W4 8 18 12 9
W5 12 12 14 8
W6 8 16 13 8
Ml 11 13 15 13
M2 10 17 16 10
M3 11 14 11 7
M4 13 19 15 10
M6 12 16 12 9
M7 11 15 12 15
Totals 123 168 152 99
Table 11. Male and Female Differences
Irritability / Sensitivity 
Expression of Anger 
Provocation 
Somatic tension 
Duration of Anger 
Appropriate Control 
Victim Beliefs 
Tendency to Assault 
Awareness of Consequences 
Attitudes towards Anger
-40 -30 -20 -10 0 10 • 20 30 40
Percentage score
-30
-22
-11 # # # #
-13
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